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To what extent can Attachment Theory and the 
concept of Mentalization inform our understanding 
and treatment of Borderline Personality Disorder?
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ABSTRACT
Clinical theorists have suggested that attachment theory and the concept of 
mentalization are central to understanding Borderline Personality Disorder 
(BPD) psychopathology. This paper reviews a selection of empirical studies 
that examine the attachment styles of BPD. Insecure attacliment was found 
to be the most characteristie of BPD; however comparison between studies 
was restricted due to the variety of measures and methodologies employed. 
The Mentalization Model is evaluated in light of recent research, and 
Mentalization-based Treatment reviewed for its theoretical roots and 
empirical research. This review concludes that attachment theory and 
mentalization can help inform understanding and treatment of BPD. 
However mentalization is likely not to be the only mechanism by which 
BPD psychopathology develops and can be treated, and that the 
Mentalization Model should be applied tentatively. Clinical implications are 
discussed.
DECLARATION OF POSITION
I found attachment theory integral in informing my previous clinical work 
with neglected and abused children, who often presented with complex 
interpersonal diffieulties and challenging behaviours. I became aware of 
inherent transference issues in the therapeutic relationship, and of the need 
to relate in a marked and congruent way to help facilitate the development 
of more coherent and positive representations of themselves and other 
people. This experience has led me to want to explore whether attachment 
theory may similarly inform my work with adults with borderline 
personality disorder (BPD), a population that also experiences interpersonal 
difficulties and frequently a history of childhood trauma and neglect, in the 
research vein of developmental psychopathology.
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INTRODUCTION
The Diagnostic and Statistical Manual o f Mental Disorders (DSM-IV) 
(American Psychiatric Association [APA], 1994) describes BPD as 
charaeterised by instability in interpersonal relationships, self-image and 
affects (see Table 1). The National Institute of Excellence (NICE) 
Guidelines for BPD (2009) currently recommends a structured care plan 
approach which includes psychotherapeutic interventions over medication to 
treat BPD. Clinical psychology therefore should be at the forefront in 
developing and evaluating models of the diverse presentations and 
treatments for BPD.
Table I: DSM-IV criteria for BPD (APA, 1994)
A pervasive pattern of instability of interpersonal relationships, self- 
image and affects, as well as marked impulsivity, beginning by early 
adulthood and present in a variety of contexts, as indieated by five (or 
more) of the following:
1. Frantic efforts to avoid real or imagined abandonment. Note: Do not 
include suicidal or self-injuring behaviour covered in Criterion 5.
2. A pattern of unstable and intense interpersonal relationships 
eharacterised by alternating between extremes of idealisation and 
devaluation.
3. Identity disturbance: markedly and persistently unstable self-image 
or sense of self.
4. Impulsivity in at least two areas that are potentially self-damaging 
(e.g. promiscuous sex, eating disorders, binge eating, substance 
abuse). Note: Do not include suicidal or self-mutilating behaviour 
covered in Criterion 5.
5. Recurrent suicidal behaviour, gestures, or threats, or self-injuring 
behaviour such as cutting, interfering with the healing of scars 
(excoriation) or picking oneself.
6. Affective instability due to a marked reactivity of mood (e.g., intense 
episodic dysphoria, irritability, or anxiety usually lasting a few hours 
and only rarely more than a few days).
7. Chronie feelings of emptiness.
8. Inappropriate anger or diffieulty controlling anger (e.g., frequent 
displays of temper, constant anger, recurrent physieal fights).
9. Transient, stress-related paranoid ideation, delusions or severe 
dissociative symptoms.
The aetiology of BPD is still unclear, however disturbed attachments are 
proposed to be a eontributing faetor, with development of socio-cognitive
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capacities undermined in early relationships, leading to impairments in 
emotion regulation (NICE, 2009). Attachment theory may help to explain 
the patterns of intense and unstable interpersonal relationships, fear of being 
alone, unstable sense of self, and feelings of emptiness (Fonagy et a l , 1996; 
Gunderson et al, 1996). As a result, impulsive, emotionally labile and self­
damaging behaviours may occur within interpersonal contexts, as a reaction 
to real or perceived threats of abandonment.
Attachment difficulties can therefore also play out in therapeutic contexts. 
People with BPD are often perceived as difficult to treat within the mental 
health services, as being ‘attention-seeking’, leading to negative and 
inconsistent responses amongst mental health professionals. It is possible 
that clients’ frequent disengagement from services may be attributed to the 
services’ current lack of understanding of possible mechanisms that underlie 
BPD, with services not offering appropriate attentive support or tailored 
interventions.
In this paper I will evaluate whether attaehment theory and the associated 
capacity of mentalization can inform our understanding and treatment of 
people with BPD, to the extent effective psychological interventions can be 
developed. Mentalization-based treatment (MBT) is a relatively new 
psychological therapy programme developed for BPD, which is rooted in 
attachment theory (Bateman & Fonagy, 2003). I therefore believe a 
literature review of the theory base the programme is developed from, and 
of the treatment itself is both topical and useful.
Definition of Key Constructs
Attachment = an emotional bond (between child and caregiver).
Mentalization = ‘...the capacity to make sense of eaeh other and 
ourselves...in terms of subjective states and mental processes...[which]
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biologically originates in the context of the attachment relationship.’ 
(Fonagy & Bateman, 2008, pp.5)
METHOD
The search terminology ‘attachment’, ‘attachment theory’, and ‘borderline 
personality disorder’ were initially used in PsycINFO to identify papers 
relevant for the literature review. Identified articles were retained if they 
referred to the specific relationship between attachment and BPD, 
mentalization and BPD, attachment-related interventions of BPD, and an 
adult population. Further relevant terminology (‘mentalization’) and papers 
cited in the literature were sourced. The literature was reviewed to identify 
links between attachment theory or mentalization and BPD, and these links 
are discussed below.
I acknowledge that I am not reviewing the full breadth of psychological 
theories of BPD, the contribution of genetics and neuroscience, nor the 
range of psyehological treatments and their relative efficaey. Whilst I 
recognize their contribution to understanding and approaching the complex 
nature of BPD, I have chosen to focus on one strand of theory and research 
in line with the Declaration of Position.
ATTACHMENT THEORY AND BPD 
Roots of Attachment Theory
Bowlby (1977) proposed that a child develops a functional emotional bond 
with their caregiver whieh provides protection and comfort in times of 
distress, a safe context to experience and explore the world, and to develop 
an understanding of self and others. Bowlby (1977) suggested that the ehild 
develops socio-cognitive “internal working models” of self, others and 
interpersonal relationships through interaetions with the caregiver, which 
are ‘...hypothesized to subsequently act as heuristics in relationships.
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organising personality development and the regulation of affect’ (Levy, 
2005, pp.961). Therefore early attachment is proposed to have a strong 
influence on normal or pathological development of personality and 
emotion regulation (Bowlby, 1977; Cassidy, 1994).
Ainsworth et al. (1978) went on to define three attachment patterns (secure, 
avoidant and anxious) from observing infant-mother interactions within the 
Strange Situation experiment. An additional disorganized attachment 
strategy was added by Main and Solomon (as cited in Agrawal et a l , 2004), 
considered as result of parental risk factors such as child maltreatment. See 
Table 2.
Bowlby’s (1977) theory predicts that attachment patterns remain stable 
aeross a persons’ life time, but are also open to change in light of 
experiences. Waters a l ’s (2000) longitudinal study supports this 
hypothesis, finding that 72% of 50 participants originally assessed as infants 
in the Strange Situation received the same attachment classification 20 years 
later, and significant life events (reduction in availability/responsiveness of 
caregiver) as an important factor for participants who changed 
classification.
Fonagy et a l (1996) and Fonagy (2000) theorised that the BPD criteria of 
affective and relationship instability, fears of abandonment and self-harm 
are all symptoms experienced in an interpersonal context, and therefore 
related to impairments in the underlying attachment organisation. For 
example, Gunderson et a l (1996) draw comparisons between Ainsworth et 
a l ’s (\91%) anxious pattern with the clingy and proximity seeking 
behaviours common in BPD. The relationship between BPD and 
attachment, and the mechanism underlying stability and change in 
attachment organisation therefore needs to be examined.
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Attachment Research
I will now discuss a sample of research papers that seek to delineate a 
spécifié link between attachment and BPD, on the assumption there is 
relative stability in attachment styles across lifetimes. Reviewing the 
literature, it appears the studies can be split into using either self-report or 
interview methods.
Self-Report
Aaronson et a l (2006) compared the attachment style of 50 partieipants 
with BPD, with 40 participants with Obsessive Compulsive Personality 
Disorder (OCPD) using the reciprocal attachment questionnaire (RAQ). 
Attachment patterns were analysed along dimensions rather than categories. 
They found that insecure attaehment dimensions were distinetive in the 
BPD group compared to OCPD, with significantly higher means on 
anxious-ambivalent attaehment style (p=0.05) and higher levels on feared 
loss and separation protest with an attachment figure. However, secure 
attachment styles were not examined, therefore it is unclear how BPD and 
OCPD compare to normative groups.
Nickell et a l (2002) used the Three Category Measure of Attachment 
(TCM-R) and Parental Bonding Inventory (PBI) with 393 nonclinical 
participants with borderline features, controlled for co-morbid 
psyehopathology. Using a regression model they found a unique 
relationship between borderline features and anxious-ambivalent attachment 
styles, and a relationship with conflicting and contradictory perceptions of 
care from their mothers. Most importantly, they found that parental bonding 
and attachment styles were not highly related with childhood adversity. 
However, when co-morbid symptoms were not controlled for, they found 
that childhood sexual abuse and avoidant attaehments were additional 
predietors for BPD features. This study therefore suggests that trauma may 
be a general vulnerability factor, with attachment and parenting styles more 
salient to BPD. However, the extent these findings are generalisable to a 
clinical BPD population is uncertain.
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Interview
The Adult Attaehment Interview (AAI; George et a l 1985, as cited in 
Barone, 2003) is a semi-structured interview which elicits narratives of 
participants’ early parenting and childhood experiences, which are coded for 
current attachment organisation; autonomous, dismissing, preoccupied 
(which map onto the childhood secure, avoidant and anxious categories), 
and cannot classify (CC, allocated when a respondent does not fit into the 
above categories and uses multiple attachment strategies). An additional 
unresolved classifieation is superimposed over the elassifications to 
represent disorganization when recounting attachment-related trauma. See 
Table 2.
Patrick et a l's  (1994) study used a small sample size (12 participants with 
BPD, 12 with dysthymia), and found that a greater proportion of people 
with BPD obtained the preoccupied and unresolved classifieations, 
compared to the comparison group. They concluded that these findings 
demonstrate a significant relationship between mental representations of 
early relationships and later dysfunctional attachment style in BPD. 
However, the nature of this relationship is not established.
Fonagy et a l (1996) used a sample of 82 non-psychotic inpatients (36 of 
which with diagnosis of BPD) and 85 case-matched controls, additionally 
using the self-devised Reflective Funetion (RF) Scale. They found 75% of 
participants with BPD were classified as preoccupied/fearfully preoceupied 
and 89% classified as unresolved, compared to 65% in non-BPD 
partieipants. They also found lower ratings on the RF Scale. From using a 
multivariate analysis, they concluded that there was a significant 
relationship between experiences of abuse and neglect, and low RF.
Barone (2003) compared 40 participants with BPD with 40 nonclinical 
participants and found that the BPD sample were classified as 20% as 
dismissing, 23% as preoccupied, and 50% unresolved, compared to the 
nonclinical group who obtained low percentages of preoceupied and 
unresolved classifieations, 62% secure, but similar pereentage of dismissing.
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This last result suggests caution needs to be taken when drawing 
conclusions from research findings, with variance in attachment patterns 
found in general populations as well as clinical.
Conclusions
The studies described indicate very small percentages of secure attachment 
in BPD, with anxious-ambivalent patterns found in self-report studies, and 
preoccupied and unresolved patterns found in interview studies. These 
findings support the theory that disturbed attachment relationships in early 
childhood may underlie unstable interpersonal functioning, a core deficit in 
BPD psychopathology, with the above insecure attachment types indicating 
key markers of BPD such as fear of abandonment or dependency, and 
disturbed relationships. Barone (2003) and Fonagy et a l (1996) used their 
findings to propose that these underlying insecure attachments are 
disorganized, and that mentalization is inhibited as a defensive response to 
cope with traumatic experiences. Therefore mentalization is proposed as a 
mechanism by which BPD psychopathology develops due to trauma 
remaining unresolved.
However, the studies use a cross-sectional and retrospective design, which 
means a direct relationship between early attachment and BPD, and trauma 
and mentalization, cannot be established. It is possible that mentalization in 
adult life can precede, coincide, or be behind development of more secure 
attachment state (Diamond et a l, 2003). It is also possible that not all 
people with BPD have experienced trauma, and that trauma may be a 
general vulnerability factor independent from attachment (Nickell et a l,
2002). The studies demonstrate the different views on the extent attachment 
status and BPD are influenced by trauma, with genetics, traits and 
neurophysiology being additional factors not discussed in this review.
Other insecure attachment patterns were also found, e.g. 20% participants 
were classified as dismissing in Barone’s (2003) study, and the CC 
classification was not used so it is unknown how many participants may
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have fallen into this category. People with BPD therefore may vary in their 
attachment organisation.
Comparing findings between studies becomes complicated due to the 
diverse methodologies and measures used; with comparison groups varying 
in extent they matched (e.g. nonclinical, dythsymia, OCPD), participant 
populations varying in representativeness of BPD (e.g. nonclinical with 
BPD features, co-morbidity), and sample numbers possibly affecting the 
power of findings (e.g. 24 to 393). Self-report data is dependent on the 
aceuracy of self-observation and is vulnerable to self-presentation effects. 
The AAI may be deemed more reliable due to assessing underlying 
attachment representations, but may not be representative of participants’ 
typical behaviour.
Also, the extent that different measures attaehment categories conceptually 
overlap is uncertain, with different measures possibly measuring different 
phenomenon or domains of attachment, making it difficult to compare 
results. For example. Levy et a l.’s (2005) study of 91 participants (with 
well-characterised BPD) found disparities between participants’ self-report 
measures attachment classifications, and their own eluster analysis 
classifieations of the same sample. Self-report techniques may therefore not 
aeeurately represent BPD experience, with a greater spilt found between 
insecure attaehment categories. It is also possible that looking at both 
attachment patterns and dimensions may better capture the complex picture 
of attachment organization than discrete categories (Aaronson et al, 2006).
Future research would benefit from greater communication between 
researchers for consistency in methods and measures to establish more 
reliable attachment eategories, and therefore help better inform theory and 
subsequent therapy development. However, a cautious theme of unresolved 
and anxious attachment styles in BPD has emerged from the research, 
yielding mentalization as one proposed meehanism by with attachment and 
BPD is mediated.
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MENTALIZATION
The focus of research into attachment and BPD has recently moved from a 
descriptive theoretical stance, to a more applied focus, where evaluation and 
support for treatment approaches is of higher importance (Bateman & 
Fonagy, 2003). MBT is a new therapeutic treatment programme developed 
for BPD, recommended in the NICE Guidelines for BPD (2009) alongside 
Dialectical Behaviour Therapy (DBT). I will therefore review the theoretical 
basis of MBT and its use for BPD.
The Mentalization Model
Fonagy (2000) integrated attachment theory (e.g. inseeure behaviour 
patterns), psychoanalytic (representations of self) and cognitive (theory of 
mind) concepts to develop a mentalization model of BPD. Bateman and 
Fonagy (2003) and Fonagy (2000) propose that mentalization and its 
attachment context are vital for the development of stable self organization, 
affective and cognitive skills necessary for social functioning. Choi-Kain 
and Gunderson (2008) describe Bateman & Fonagy’s (as cited in Choi-Kain 
and Gunderson, 2008) three dimensions of mentalization as; ‘two modes of 
functioning (i.e., implicit and explicit) ...two objects (i.e., self and other), 
and ...two aspects (i.e., cognitive and affective) of both the content and 
process of mentalizing’ (pp. 1128).
Bateman and Fonagy (2003) suggest that a secure attachment relationship 
with a caregiver ereates a safe environment for an infant to learn about their 
own and others minds, and gain awareness of their own subjective view of 
the world being different from others (Fonagy & Target, 1997). Bateman 
and Fonagy (2003) theorise that the infant will internalize a representation 
of self-agency through the caregiver reflecting the infant’s emotions in a 
marked (clear indication that expressing the infant’s feelings rather than 
his/her own) and contingent (accurately matching the infant’s internal state) 
way. The caregiver therefore helps the infant to understand and tolerate life
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stressors and subsequent negative affects by encouraging the development 
of mentalization in a safe, attuned environment.
Mentalization in the context of BPD
Bateman and Fonagy (2003) and Fonagy (2000) hypothesized that people 
with BPD either have a deficit in mentalization due to inadequate 
development within insecure early attachments (due to lack of sensitive 
marked and contingent mirroring of affeet by the caregiver), or by being 
defensively inhibited in response to neglectful and abusive care-giving (to 
avoid thinking about the caregiver’s negative and inconsistent 
representations of the child). The authors propose that the child will still 
seek comfort and proximity due to trauma arousing their attachment system, 
but that they will avoid inter-subjective interaetion, developing preoccupied 
and unresolved attaehment styles (Bateman & Fonagy, 2003).
The distinction between self and others mental states is therefore 
inadequately developed, resulting in the individual developing a fragile self- 
image, continuing to rely on teleological reasoning (visible outcomes), to 
experience thoughts and feelings as not contextualised with reality (pretend 
mode), and of their own subjeetive view as the “truth” (psychie 
equivalence) into adulthood. Thus preventing genuine interpersonal 
interactions, and cognitive and affective interpretations whieh could help 
stabilise emotions and self (Bateman & Fonagy, 2003).
The lack of mentalization within interpersonal contexts and the drive to 
protect a fragile self-image is proposed to be the core of BPD interpersonal 
pathology, with teleological reasoning accounting for verbal and 
behavioural impulsivity and emotional lability (due to the inability to 
understand or prediet intentions behind another’s aetions) and mental 
isolation aceounting for the sense of emptiness (Fonagy, 2000).
Bateman and Fonagy (2003) additionally suggest that the child might 
internalize a negative ‘alien-self from their caregiver that does not mateh
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their constitutional internal states, which they are later compelled to project 
onto another to create a sense of control and security. Therefore BPD 
criteria of frantic avoidance Of abandonment could be linked to this need to 
have another person close to externalize the alien-self, and that suicidal 
behaviour is an attempt to halt the risk of abandonment, or to destroy the 
alien-self which they have had to re-internalize.
MBT Theoretical Roots
The goal of MBT is for the individual to develop a more stable and coherent 
self representation, and the capacity to maintain secure interpersonal 
relationships, which in turn will improve associated symptoms of BPD 
(Bateman & Fonagy, 2003). The focus is on enhancing mentalization 
capacities in individual and group therapy contexts, to shift a person from a 
disorganised attachment style (with emotional lability) to a secure 
attachment style (emotions more regulated).
Mentalization-based treatment by partial hospitalization consists o f 18- 
month individual and group psychotherapy in a partial hospital setting 
offered within a structured and integrated program provided by a 
supervised team. Expressive therapy using art and writing groups is 
included. Crises are managed within the team... The understanding o f 
behaviour in terms o f underlying mental states forms a common thread 
running across all aspects o f treatment. (Bateman & Fonagy, 2008, pp.632)
MBT is composed of the following treatment strategies; a) the therapist 
adopting an explicit mentalizing stance, b) focus on thoughts and feelings in 
the ‘here and now’, c) a titrated approach in interpreting transference and 
therapist acceptance of becoming the ‘alien-self, d) marked and contingent 
mirroring of client’s emotions (mental closeness), and e) identification of 
emotions.
It appears that a) and d) directly link to the Mentalization Model in that the 
therapist encourages client’s awareness of their own thoughts and feelings
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as being discrepant from others (as a sensitive caregiver would have in early 
childhood through marked mirroring) by explicitly verbalising their own 
internal state and asking the client for theirs. It appears a) works along the 
implicit/explicit dimension described by Choi-Kain and Gunderson (2008), 
with the aim of developing more natural implicit mentalization.
B) links to the theory that people with BPD have not developed symbolic 
representations of themselves or others in an attaehment eontext because of 
the inhibition/deficit in mentalization (Fonagy, 2000). The strategy therefore 
appears to aim to develop mentalization by repeatedly discriminating self 
and other perspectives aeross contexts (individual and group).
B) and c) encourages therapist awareness of transference dynamics, and 
how the past is influeneing ‘here and now’ relationships. Bateman & 
Fonagy (2003) theorised very gradual interpretation of these latent beliefs, 
adapting a staid psychodynamic approach of direct interpretation, which 
could destabilise a BPD client and perhaps evoke the “ pretend mode”, 
putting a block in therapy. Fonagy’s (2000) coneept of the projected ‘alien- 
self is also incorporated in c), as a proposed stabilising method of a fragile 
self image. However, Bateman and Fonagy (2003) do not explain how this 
is utilised within MBT.
Finally e) aims to stabilise affect dysregulation by helping the naming and 
expression of emotions appropriately in interpersonal contexts, and to 
understand précipitants of emotions in the ‘here and now’. This strategy 
appears to link into Fonagy’s (2000) theory that emotional instability is due 
to inhibited mentalization and unstable self when aroused in an attachment 
context, meaning interpretation of own and others emotions and intentions 
are disrupted. The strategy therefore appears to try to reduce reliance on 
psychic equivalence thinking by explicitly understanding emotions, an 
ability normally developed within early seeure attaehments (Cassidy, 1994).
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Critique of MBT
Overall, the majority of strategies in MBT appear rooted in the 
Mentalization Model of BPD (Bateman & Fonagy, 20Ô3; Fonagy, 2000), 
directly focusing on the 3 dimensions of mentalization, therefore integrating 
attachment and cognitive concepts. These strategies focus on establishing a 
secure attachment relationship (providing a safe context for understanding 
of self and others which Bowlby [1977] proposed as central to personality 
development), on developing mentalized representations or internal working 
models (Bowlby, 1977) of themselves and others within this attachment 
context by facilitating inter-subjective interaction that may have previously 
been shut down, and subsequently developing a sense of themselves as 
intentional, independent beings able to interpret others mental states 
(Fonagy, 2000). However, explicit links between specific MBT treatment 
strategies and the Mentalization Model were unclear in Bateman & 
Fonagy’s (2003) introduction to MBT. For example, the concept of the 
“alien-self’ is also not clearly evideneed, and its use in MBT unexplained.
Bateman and Fonagy (1999, 2001, 2008) conducted a series of Randomised 
Control Trials (RCTs) to assess long-term effectiveness of MBT at end of 
the 18-month programme, 18-month and 8 years follow-up. Using self- 
report and semi-structured interview measures they found the MBT group 
(n=~20) had significant and sustained improvements in interpersonal 
functioning, mood, and reduced service utilization, with continued 
improvement in symptom distress and rates of self-harm compared to the 
control group (treatment as usual, n=~20). However, some deficits in global 
functioning remained. These findings suggest the MBT’s long-term phased 
approach helped clients to develop psychological capacities to manage their 
difficulties past therapy, and relationship focus and subsequent symptom 
improvement suggestive that interpersonal relationships are the crux of 
many BPD symptoms. The studies provide support in the enduring 
effectiveness of MBT, with a representative BPD group, long-term control 
group to account for spontaneous recovery effects and low drop-out rate.
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However, whilst these preliminary findings are positive, the small 
participant number makes them difficult to generalise, and it is unclear 
which of the many components of MBT elicited positive change. Future 
research would benefit from larger trials and isolating the different 
components to determine this. The effectiveness of MBT may be 
attributable to clients being in a structured, integrated and thoughtful 
interpersonal programme rather than any particular component, although the 
common mentalization stanee is proposed as key (Bateman & Fonagy,
2003). Gathering client perspectives would provide richer detail on the 
experience of MBT, which is lost by relying on group means in RCTs.
The Mentalization Model has also recently been updated (see below), and 
the extent MBT has been adapted to this is uncertain.
Critique o f the Mentalization Model
The fact MBT is a recently developed therapy, and that the theoretical 
papers, evidence base and research for mentalization is dominated by the 
same authors has meant I found little literature that directly critique the 
approaeh.
The Mentalization Model is a structured psyehodynamic approaeh whieh 
has drawn from the empirical sciences to advance a theory that is based on 
more than psyehoanalytic ‘intuition’ (Lansky, 2003). Mentalization as one 
putative mechanism of change in therapy is supported by Bateman and 
Fonagy’s (1999, 2001, 2008) RCT studies, and in Transference-Focused 
Psychotherapy (TFP) research and theory (e.g. Levy, Clarkin et al, 2006; 
Levy, Meehan et a l, 2006 ). There are some theoretical and conceptual 
overlaps with DBT (e.g. invalidating family environments and mindfulness; 
Lynch et a l, 2006) and TFP (e.g. integrating representations of self and 
other; Levy, Clarkin et al, 2006). However, Fonagy and Bateman (2006) 
claim MBT differs in structure of treatment and therapist training, focusing 
on mind states within an attachment context, and without directly 
interpreting relationships.
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The model is rooted in attachment theory (e.g. a safe context to learn about 
self and others, and seek comfort when in distress; Bowlby, 1977). The 
proposition of a relationship between trauma, insecure attachment and 
redueed mentalization is supported by studies like Fonagy et a l (1996) and 
Barone (2003). However, Fonagy and Bateman (2006, 2008) recently 
describe a more complex relationship, with trauma’s role not so central and 
genetic and constitutional factors also having a role beside inaccurate 
mirroring. The exaet relationship therefore remains unclear, with research 
(e.g. Nickell et al, 2002) suggesting there can be interactions, but not 
always relationships between trauma, attachment style or mentalization.
Fonagy and Bateman (2006) also proposed an additional neurobiological 
mechanism by which the mentalization deficit is a secondary phenomenon, 
a separate neural system which is ‘loosely eoupled’ with and inhibited by a 
hypersensitive attachment system. This accounts for recent neuroscientific 
findings, however leads to multiple hypotheses by which mentalization is 
developed, and requiring a complex argument of how genetic, constitutional 
and environmental factors interact for the development of a dysfunctional 
attachment system. I tentatively suggest that the Mentalization Model 
appears to be becoming more complex and perhaps contradictory, drawing 
from diverse scientific disciplines’ research and theories to create support 
for pre-made conclusions and to incorporate forced additions to the model.
For example, invalidating family contexts have been tentatively included as 
another factor that impairs the development of mentalization following 
family environment research findings (e.g. Bradley et a l, 2005).
However, the Model does not generally address subsequent attachment 
influenees past the early child-caregiver dyad (as originally proposed by 
Bowlby, 1977), or the potential ameliorative aspects of later family 
interaetions (Lansky, 2003). I therefore agree with Lansky’s (2003) view 
that there may be author bias in including evidence for the model, drawing
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from an extensive number of studies and dense mentalization literature to 
create links between research and theory, which are difficult to clearly 
evaluate.
CONCLUSIONS AND IMPLICATIONS
Whilst the aetiology of BPD is still not fully understood, attachment theory 
and the concept of mentalization provide one applied route of understanding 
BPD. The attachment literature reviewed repeatedly indicate that insecure 
attachment styles are the dominant pattern found in people with BPD 
compared to other clinical and general populations, despite the differences 
in research methods and measures. Dysfunctional attachment systems 
therefore appear common in people with BPD, and provide a context for the 
development of unstable interpersonal functioning central to BPD 
psychopathology.
The Mentalization Model has offered a potential mechanism in 
understanding how BPD develops in an attachment context, and preliminary 
MBT research findings demonstrate an effective psychological treatment 
with mentalization at its focus. However, the nature of the relationship 
between mentalization, attaehment and trauma proposed by Bateman and 
Fonagy (2003) still remains under debate (e.g. Nickell et al, 2002). The 
Mentalization Model’s reliance on associations between the above factors, 
and the increasing number of potential mechanisms for mentalization, 
means direct relationships between BPD psychopathology and mentalization 
cannot be established. This, combined with potential author bias in the 
literature, suggests that as clinical psychologists, we should maintain a 
scientist-practitioner approach in evaluating and applying the mentalization 
approach in our practice with people with BPD.
Considering the heterogeneity of BPD, it is likely that there are a number of 
different interactions, attachment styles, and mechanisms of change. The 
Mentalization Model and MBT offer one integrative and manualised way of
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understanding and treating BPD psychopathology. Preliminary studies of 
MBT have found it effective in reducing distressing symptoms and self- 
harm. However helping to improve quality life is also part of our role as 
clinical psychologists, and needing to focus on enhancing social functioning 
as well as symptom reduction is acknowledged by Fonagy and Bateman 
(2008), to create a truly recovery-focussed approach.
Nevertheless, MBT offers an alternative treatment to DBT, therefore more 
choice for clients as reeommended by the NICE Guidelines for BPD (2009). 
Future research on psychological treatments for BPD would benefit frotn 
gathering qualitative feedback from clients to gage perspeetives on the 
helpfulness of different components of therapy.
On a cautionary note, the DSM-IV deseribes personality disorder as; ‘...an 
enduring pattern of inner experience and behavior deviating markedly from 
the expectations of the individual's culture’ (APA, 1994). The Mentalization 
Model and MBT are dominated by Western theory and research, therefore 
the universality of this approach cannot be assumed.
Implications
Reviewing the literature on attachment theory and mentalization has helped 
me to develop a greater appreeiation and understanding of the interpersonal 
difficulties experienced by people with BPD, of how these may be 
expressed in the therapeutic relationship, and the use of attachment-oriented 
techniques to support clients. The Mentalization Model helps me to 
appreciate the need for greater awareness of transference dynamics and 
appropriate expression when working with people with BPD, and the value 
of supervision in reflecting on the processes within therapy in order to 
maintain a healthy therapeutie alliance.
Whilst mentalization is a new concept, all therapies of different theoretical 
orientations for BPD appear to facilitate an attachment relationship with the 
therapist, and encourage thinking of own and others mental states (Fonagy 
& Bateman, 2008). MBT is one option, but general mindfulness of client
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attachment and mentalization processes when working with people with 
BPD, regardless of therapeutic approach, could also be useful. As Bateman
(2004) suggests, the skills and attitudes of mental health professionals may 
be as important as the therapeutic orientation due to treatments’ reliance on 
interpersonal process. Thus, one of our roles as clinical psychologists may 
be to provide training and supervision to enhance understanding of the 
dynamic relational aspects of BPD to develop more consistent and 
integrated services.
The benefit...comes through the experience o f being involved in a carefully 
considered, well-structured, and coherent interpersonal endeavour...of 
being the subject o f reliable, coherent and rational thinking -  namely 
mentalization—about the patients' difficulties... that borderline patients 
[may] have been deprived o f exactly such consideration and commitment 
during their early development... (Bateman & Fonagy, 2003, pp.208).
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DECLARATION OF MY POSITION
To allow for richer reflection on the development of ideas and practice 
pertinent to issues of risk I have chosen to focus this essay within the 
context of adult community mental health services (CMHS). This will 
enable me to draw from my pre-clinical training experiences of evaluating a 
CMHS Risk Management Panel, facilitating research with the Section for 
Recovery at the Institute of Psychiatry (loP) of adults with severe mental 
illness’ (SMI) experiences of clinical decision-making, and from my first 
year adult placement within a Community Mental Health Team (CMHT).
INTRODUCTION
Risk is an inherent element to everyday life for everyone, with positive risk- 
taking leading to new learning and personal growth (Slade, 2009a). In 
mental health services, risk has become defined by acts of self-harm, self­
neglect, suicide and homicide, potentially overshadowing more positive 
conceptualisations of risk. That said, 5200 suicides in 2000-2004, and 208 
homicides in 1999-2003, occurred in people with mental illness who had 
recent contact with mental health services (National Confidential Inquiry 
[NCI], 2006). Preventing harmful risk has therefore become the focus of 
much research, service reports, and government guidelines; and an 
important part of everyday practice for mental health practitioners of all 
disciplines, with distressing personal and professional consequences for all 
involved if this is not effective.
In this essay I will illustrate how current thinking around risk has developed, 
exploring the extent to which policy, research and general public response 
have informed how risk is understood and responded to within mental health 
services. I will go on to explore how clinical psychologists can utilise their 
core competencies to support mental health practitioners and service-users 
to develop ideas and practice that hold both positive risk-taking and harmful 
risk management in mind. I will draw from recovery, systemic, narrative, 
psychodynamic, and cognitive neuroscience approaches.
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I will reflect on my experiences, and critique presented literature within the 
service-user and psychology led frameworks of personal recovery and 
constructivism (Slade, 2009a). Personal recovery is a concept which 
prioritises quality of life, with the development of valued social roles, 
identity-enhancing relationships, se lf management, and meaningful personal 
growth to re-frame their mental illness, as central components to recovery 
(Slade, 2009a).
This approach aligns with the Department of Health’s (DOH) papers that the 
mental health system must support people in whatever way they think is 
crucial to their recovery (DOH, ‘The Journey to Recovery’, 2001; ‘Equity 
and Excellence: Liberating the NHS’, 2010a). This orientation falls neatly 
onto the backdrop provided by recent DOH papers which focus on 
promoting well-being rather targeting mental illness (e.g. DOH, ‘New 
Horizons: Confident Communities, Brighter Futures: A framework for 
developing well-being’, 2010b). Through a constructivist viewpoint I hope 
to hold in mind that what service-users may perceive as risky to their 
recovery and important to their well-being, may be different to practitioners’ 
involved in their care.
The literature search terminology included the risk constructs (see below), 
“adult(s)”, “psychology” and “mental health services”. These were used in 
PsycINFO and the DOH websites. Papers focused on medication therapies 
and other population groups were excluded. Literature was selected on the 
basis of illustrating the development of how risk is understood and 
responded to within adult mental health services, the dilemma of balancing 
positive risk-taking with harmful risk management, and how clinical 
psychologists can influence thinking and practice. Further literature utilised 
in my previous research and clinical work was also explored.
Definitions of Key Constructs
Harmful risk = acts of self-harm, self-neglect, suicide and homicide.
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Positive risk-taking/management = decisions that include elements of risk 
but hold potential for positive benefits to quality of life and recovery.
Personal recovery = “The establishment of a fulfilling, meaningful life and a 
positive sense of identity founded on hopefulness and self determination” 
(Andresen a/., 2003, p.588).
HOW ARE ISSUES OF RISK UNDERSTOOD AND RESPONDED 
TO WITHIN MENTAL HEALTH SERVICES? 
Development of Risk Management -  Government Policies and Risk 
Research
Since being introduced in 1990, research has demonstrated that community 
care for people with SMI has been effective, with no evidence of the safety 
of the public being compromised (e.g. Simmonds et a l, 2001). Despite an 
overall increase in homicides, those committed by people with SMI have 
not increased, and have even found to have decreased over time (NCI, 2006; 
Taylor & Gunn, 1999). However, a number of high-profile suicides and 
homicides in the media have elevated the public’s perceptions of the risk 
people with SMI pose.
Pressure increased on the Government and mental health services to predict 
and prevent violence, with forensic research inevitably amplifying links 
with SMI (Slade, 2009a). Service-user and psychology led research argues 
that risk management practice can become discriminatory and restricting of 
service-users rights, with contextual variables (e.g. substance abuse) and 
base rates of violence in the general population being neglected when 
considering more suitable targets for intervention (e.g. alcohol drinking 
laws), which are perhaps not so politically acceptable (Langan & Lindow, 
2004; Slade, 2009a).
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At the same time more recent government papers emphasise the need to 
balance service-users care needs with their risk needs, promoting a 
recovery-oriented, collaborative, organisational and strengths-based 
approach to risk management and general practice (DOH, ‘The Journey to 
Recovery’, 2001; ‘Best Practice in Managing Risk’ [BPMR], 2007). The 
use of formulation and reflective principles in the BPMR framework align 
well with clinical psychology work. However, how much these principles 
are adopted in everyday practice is uncertain, and will be discussed further.
Whilst being advised to promote recovery principles, my owrl observations 
within CMHS have suggested that more often than not, mental health 
practitioners are left to independently manage high risk and their own fear 
of litigation, which inevitably affects the quality of person-centred practice.
Current Understanding and Practices within Mental Health Services
Despite government policy, risk avoidance and defensive practice is 
common in mental health services, with fear of litigation causing emotional 
and physical distress in the professional and personal lives of practitioners 
(Kennedy et n/., 2003). In the early 2000’s a policy worker and a 
psychologist (with personal experience of using CMHS) conducted a 
qualitative study exploring service-users’ (defined as a risk to others), their 
carers’ and friends’, and their mental health practitioners’, perceptions of 
involvement in and helpfulness of risk assessment and management (Langan 
& Lindow, 2004). Participants included 17 service-users and 56 
practitioners.
Many practitioners described an increase in defensive practice, with 
increased but unconfident use of risk assessment tools, due to the pressures 
of biased media portrayal, public’s insistence that all risk should be 
managed, and a culture of blame. Papers such as Kennedy et al.'s (2003), 
which provide recommendations of risk management practice for 
psychologists, may perpetuate a focus on self-protection rather client 
recovery. Whilst careful practice needs to be supported, I was disappointed
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how non person-centred these recommendations, developed by 
psychologists, were.
The dominance of the nomothetic medical model in developing research, 
has yielded the perception that all high risk factors can be objectively 
examined and controlled, and therefore eliminated (Berman, 2006; Slade, 
2009a). Yet people are active agents of their experiences, and such a view 
can be damaging to their engagement with services by conveying that 
services are there to only prevent risk for them, rather than support them to 
employ their strengths and self-determination to improve their quality of 
life.
Langan and Lindow (2004) found differing levels of agreement between 
service-users and their practitioners regarding their triggers for risk (e.g. 
contextual issues versus medication adherence), of disagreements or even 
unawareness of their risk assessment and management plans, many of which 
contained incomplete or inaccurate information due to lack of 
communication and sharing of information. Explicit risk management and 
relapse plans were rarely reported, with service-users and carers describing 
delays in effective responses to their crises.
They found confusion in all participant groups’ accounts over what 
involvement means, with perceptions of power over the process attributed to 
practitioners. This highlights that whilst there may be more inclusive 
government policies, until the BPMR framework (DOH, 2007) there was 
very little guidance on how to facilitate service-user and carer involvement 
in the process of risk assessment and management, and the extent to which 
these principles are currently implemented is unclear.
Most importantly, this research demonstrated a gap in perceptions and 
knowledge between service-users (their friends and carers), and mental 
health practitioners of risk assessment and management. Service-users and 
carers identified how support was not offered for risks they identified for
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their recovery, such as cultural issues and racist attacks, and how they were 
unaware of the full range of services they could access, such as voluntary 
sector skills-training workshops. When facilitating research prior to training, 
my interviews with service-users regarding clinical decision-making 
revealed similar concerns.
All of these issues can reduce the likelihood of developing, and engagement 
with, effective and holistic risk management plans, which incorporates 
collaborative positive risk-taking as well as minimising harmful risk, to hold 
meaning for service-users and their recovery. Service-users in Langan and 
Lindow’s (2004) study identified good relationships and communication 
with their practitioners as important to managing risk, describing how they 
felt patronised by some medical disciplines. I also experienced this in my 
adult placement, wherein I felt compelled to articulate and check my client’s 
Opinions regarding the services he was receiving in a Care Programme 
Approach (CPA) meeting, as his care-coordinator and psychiatrist had not 
been forthcoming in doing so.
This study highlights the power and ethical issues inherent in mental health 
work, with responsibility for risk management needing to be shared by the 
organisation to prevent defensive, therefore potentially constraining 
practice, and by service-users themselves, to facilitate greater self- 
determination and self-managertient important to personal recovery. As 
Slade (2009a) suggests, mental health services need to be able to experience 
and contain the uncomfortable tension between resisting constraining 
service-users activities to reduce overall risk, and allowing enough positive 
risk-taking to support them to pursue their recovery goals. In my adult 
placement I observed how the care coordinators were often overwhelmed in 
trying to reduce high-risks, leaving little time for positive risk-taking.
Only three psychologists were included in Langan & Lindow’s (2004) 
study, and I am left wondering how psychologists’ responses may have 
differed, if at all.
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WHAT CONTRIBUTION CAN CLINICAL PSYCHOLOGISTS 
MAKE TO A RECONSIDERATION OF THESE IDEAS AND
PRACTICES?
Clinical psychologists are well placed to inform and influence ideas and 
practices around risk within mental health services, due to the core 
competencies and expanding roles into leadership we are expected to hold 
(British Psychological Society [BPS],‘Core Competencies -  Clinical 
Psychology’, 2006; ‘New Ways of Working for Applied Psychologists’ 
[NWWAP], 2007a).
Application of Psychological Models and Research to Understanding 
Defensive Practice
Our competencies in transferrable skills, psychological assessment and 
formulation using multiple models can illuminate processes that may 
underlie defensive practice, helping us to form interventions at an 
organisational as well as at individual level to promote positive risk- 
management.
Systemic
Patterns of increasingly repetitive defensive behaviour and feedback loops 
may evolve within the system of CMHS, developing a circularity of 
behaviours and beliefs which may undermine the utility of service-user 
involvement and recovery (Dallos & Steadman, 2006). I would hypothesise 
that these behaviours and beliefs serve a protective, controlling function for 
teams, in response to the uncertainty that can surround risk-related actions 
from clients, and in the context of NHS pressures. These could form the 
basis of negative narratives regarding service-users (e.g. acts of self-harm in 
people with Borderline Personality Disorder [BPD] as manipulative, or that 
people with psychosis can never recover), with defensive practice allowing 
little opportunity for different perspectives to come to the fore and create 
incongruity between stories lived and told. Therefore potentially negative 
assumptions regarding practice and service-user behaviour can develop.
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Mason (1993) postulates that many practitioners fall into the trap of offering 
positions and decisions of ‘safe certainty’, solutions which may alleviate 
initial worries, but also block new, creative alternative ways of 
understanding and managing risk (‘safe uncertainty’). For example, the 
frequent use of inpatient care over developing more creative and effective 
preventative strategies. Practitioners who hold greater responsibility for 
client risk (e.g. psychiatrists and care-coordinators) may lean more towards 
this position, and I have observed this across my work experiences. On 
reflection, I have noticed how ‘safe certainty’ was a position I invariably 
took at the beginning of training when I was unconfident of my skills, and 
wonder how being a newly-qualified practitioner may also influence the 
position taken.
Research on group dynamics in jury teams by Weingart and Todorova 
(2010), and Weingart et a l (2010) can be applied to CMHS teams by 
suggesting that whilst diversity in viewpoints amongst practitioners can be 
useful in eliciting innovative ideas, it can also lead to gaps in how the team 
represent risk problems. These gaps can stem frorn relationship and process 
tensions within the team, with the need to create a delicate balance between 
group agreement and individual autonomy to understand, and frame the 
problems to be addressed. These gaps can interfere with group 
communication and coordination, and create conflict which undermines 
team performance and relevant information integration. Weingart and 
Todorova (2010) suggest that unstable group membership, high levels of 
emotional stress, and potentially high impact of decision outcomes 
exacerbate conflict dynamics. It is therefore unsurprising that CMHS teams 
can have high levels of discord.
Cognitive neuroscience
In cognitive psychology we understand that our responses to external events 
are determined by how we interpret them, which is influenced by our 
thoughts, physiological reactions, and emotions. Naqvi et a l's  (2006) 
neuropsychological research literature review presented physiological
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studies which demonstrated that decisions that involved substantial risk and 
uncertainty within social contexts, elicited higher emotional and 
physiological arousal in the insular cortex than non-moral decisions. This 
disrupted rational decision-making, and biased choices to maintain 
homeostasis. Thus at an implicit level, choices that elicit a strong emotional 
response affects how risk is assessed and what behaviour is deemed 
suitable, leading people to rely on their ‘gut reactions’ which orientate them 
to minimise potential for punishment, and maximise potential for reward. It 
is quite possible that positive risk-taking decisions may elicit this response 
in practitioners, leading them to opt for risk avoidance actions, therefore 
minimising the potential for punishment.
Psychodynamic
Unconscious processes between service-users and practitioners may also 
drive defensive practice. For example, Fonagy (2000) theorises that deficits 
in mentalization capacities (to perceive and communicate one’s own and 
others mental states) in people with BPD elicits difficulties within 
interpersonal contexts and social functioning. Service-users difficulties in 
emotion regulation can lead to practitioners becoming vessels in which to 
project dissonant feelings, which if the practitioner identifies with, may lead 
to distress. Rejection of the thinking about the client’s needs would be a 
way to defend against this uncomfortable transference.
The ways individuals within a CMHS team respond to risk decisions may 
also vary, with different members responding to the unconscious 
communication of different distressing feelings from the service-users 
involved, depending on their own attachment experiences. The professional 
system may reflect the internal experiences of the service-users they work 
with, with fragmentation being echoed in all levels of the system, 
obstructing constructive information-sharing (Rocco-Briggs, 2008).
Helena Kaliniecka - Portfolio Volume 1 41
ACADEMIC DOSSIER Professional Issues Essay
Ways Clinical Psychologists Can Utilise their Expertise to Promote 
Positive Risk Management.
Clinical psychologists are increasingly expected to demonstrate leadership 
in service delivery and in upholding best practice within teams (BPS, 2007a; 
‘NWWAP: Working psychologically in teams’, 2007b). Leadership can be 
defined as “building and maintaining the team as a performing unit; and 
coaching and supporting the team to success” (BPS, 2007b, p.3). I have 
found systemic, psychodynamic and recovery framework ideas particularly 
useful in my research and clinical practice, and will discuss how these can 
be utilised across the different levels of CMHS under the umbrella of 
leadership.
Consultation
Consultation roles have been identified as a key strength that clinical 
psychologists can contribute to organisations (BPS, 2007a, 2007b).Via 
consultation, clinical psychologists can contribute skills of formulation and 
model integration to develop understanding of and practice with clients.
Clinical psychology led
Lake (2008) describes a systemic, cognitive and attachment theory-rooted 
Team Formulation Model which’s aims very much aligns with Mason’s 
(1993) position of ‘safe uncertainty’, to provide teams with a containing 
space to explore alternative viewpoints and new thinking. In this way teams 
can consider exceptions to the dominant discourses, so they can develop 
new, more person-centred and recovery-focused ideas, and a shared 
formulation for their work with service-users.
Clinical psychologists can facilitate team consideration of a client’s history 
using a biopsychosocial approach, of patterns in coping and managing 
relationships, the core beliefs developed, and how these impact on current 
interactions (Lake, 2008). The team are then encouraged to reflect on their 
own feelings and responses to this client (see figure 1.), on contextual 
issues, and the client’s strengths and personal resources, which Slade
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(2009a) highlights as important in positive risk-management. An “informed 
understanding...can help us from becoming overly controlling and 
coercive...” (Lake, 2008, p.22).
R e sp o n se s  of 
o thers
Our 
Feelings / 
tra n sfe re n ce
B ehavioural
R e sp o n se s
C ore Beliefs
la m . . .  
Others are...  
World Is
R uies for Living
I f .... then ...
A utom atic T hough ts
Feeiings
Figure 1. Team Formulation Model
Systemic techniques such as circular questioning and hypothesising could 
also be used to introduce new information and perspectives, helping to 
punctuate repetitive patterns of thinking and practice, and create awareness 
of how issues of transference and the team’s sub-systems interconnect (e.g. 
unconscious processes and development of culture of blame). Consultation 
could therefore help practitioners to reflect on potentially defensive practice, 
and on underlying relationship and process tensions, to seal the gaps that 
can rupture constructive information integration (Weingart et al., 2010).
However, the BPS (2007b, p.42) cautions that it should not be assumed that 
clinical psychologists will take this role in teams, and needs “to be 
negotiated locally in light of the nature of demand and the particular skill
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profile of the local service, including the capacity of local psychologists to 
undertake this kind of work.”
Multi-disciplinary
It is therefore important that clinical psychologists also work in partnership 
with other disciplines expertise as part of consultation work. For example, a 
clinical psychologist set up a Risk Management Panel (RMP) consisting of 
multidisciplinary members in Surrey and Borders Partnership NHS 
Foundation Trust. Its aim was to support practitioners and their teams to 
positively manage clients who presented as high risk to themselves or 
others, by encouraging reflective case discussion, and taking collective 
responsibility for risk management plans (Kaliniecka & Shawe-Taylor, 
2008), in-line with BPMR (DOH, 2007) guidelines.
In my evaluation I found that practitioners valued the support and expertise 
of the RMP greatly, founding it helped to alleviate their anxieties and 
consider new ideas (Kaliniecka & Shawe-Taylor, 2008). From my 
observations of discussions at the RMP, systemic and contextual issues such 
as culture and wider societal issues were considered in understanding risk, 
looking beyond mental illness as wished by participants in Langan and 
Lindow’s (2004) study. It is possible that containment of the practitioners’ 
anxieties may have helped to ameliorate the high emotional and 
physiological states that risk can raise (Naqvi et a l, 2006), therefore 
promoted more rational decision-making which is more in-line with service- 
users interests.
Interventions with service-users and carers
As part of their service delivery competency, clinical psychologists are 
expected to facilitate service-user and carers involvement in clinical practice 
and service delivery (BPS, 2006). An initiative founded by a service-user is 
becoming more cômmon-place in CMHS, challenging the medical model 
view in managing risk in CMHS. The Wellness and Recovery Action Plan 
(WRAP) program is client-driven, identifying strategies that keep
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themselves well, personal triggers, early warning signs, crises signs, and 
action plans for each of these stages, which they can share with carers and 
practitioners. WRAP has been found to enhance psychosocial outcomes 
through promoting recovery and self-management (Cook et a l, 2009).
I had the opportunity to co-facilitate a WRAP group with multidisciplinary 
colleagues in my first-year placement, a group which had been introduced to 
the CMHT by a clinical psychologist. I observed for myself how 
empowering a programme this was for the clients and carers involved, 
promoting risk self-management, focusing on quality of life, and harnessing 
approach motivation rather than avoidance (e.g. such as the development of 
advance directives for times of crisis), which are all aspects identified as 
important to personal recovery (Slade, 2009a) and in desired risk 
management by service-users (Langan & Lindow, 2004).
Facilitation being shared amongst disciplines can help personal recovery in 
the context of risk to come to the fore in CMHS thinking, with future 
directions for such initiatives including having a service-user peer to help 
facilitate the group, an idea which is currently being developed in the 
service of my first-year placement.
Teaching
Enhancing communication and teaching is another core competency that 
clinical psychologists can contribute to preventing defensive practice and 
promoting positive risk management (BPS, 2006). Training practitioners, 
service-users, and carers in how to relate and work with another as peers, 
and to avoid tokenism within CMHS delivery has been identified as a role 
clinical psychologists can take in working psychologically with teams (BPS, 
2007b).
Whilst working at the loP I observed Dr Slade (Head of Section for 
Recovery and Consultant Clinical Psychologist) deliver a number of training 
sessions on developing a focus on recovery to CMHS teams and
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professional boards, with the support of service-user and carer spokesmen. 
Such sessions emphasised peer-working, creative strategies, and sharing of 
responsibility with clients, with personal recovery as central to all guidance. 
I was inspired by such training, and subsequently hold recovery-oriented 
principles in mind when working with clients from all populations. For 
example, in my first-year placement I linked a client who posed as high risk 
of suicide with a faith-based counselling service, as he identified his faith as 
being central to his recovery, although this was not standard practice in the 
CMHT I worked in. I also subsequently conducted presentations on 
recovery-focussed practice, drawing from Dr Slade’s publications (e.g. ‘100 
Ways to Support Recovery’, Slade, 2009b) to similarly inspire other 
practitioners.
Audit, research, and service evaluation
Clinical psychologists are expected to evaluate clinical effectiveness of 
service delivery, acceptability and impact of interventions, and to conduct 
research to develop clinical practice (BPS, 2006).
Audit
With papers such as ‘The Journey to Recovery’ (DOH, 2001), the BPMR 
(DOH, 2007) and ‘Equity and Excellence: Liberating the NHS’ (2010a), 
positive risk-management, recovery principles, service-user and carer 
involvement, and organisational support should be common practice in 
CMHS. However, this is not known unless audits are conducted to compare 
practice with set quality standards. From discussion with my peers, I am 
aware performing audits can be viewed as ‘drudge’ part of our roles, 
however how can we expect guidelines and principles to be implemented if 
these are not checked?
Research
Langan and Lindow (2004) identified lack of research into exploring the 
processes by which practitioners balance the protection and autonomy needs 
of their clients. Qualitative research could build on Langan and Lindow’s
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(2004) study, providing more in-depth understanding of how practitioners, 
service-users and their carers perceive risk management, what helps and 
does not help, and of their perceptions of current CMHS delivery. Research 
can also investigate the factors that mediate the extent to which practitioners 
adopt evidence-based practices (BBPs) that meets quality standards for risk 
management. Gioia and Dziadosz (2008) conducted a mixed-method study 
exploring the adoption of EBPs in CMHS, finding that ongoing training, and 
a supportive and consistent organisational climate and culture was important 
to such EBPs. This study highlights how training, consultation, and 
organisational support may be integral factors in promoting positive risk 
management, and such factors warrant further exploration in research.
Psychological research literature on quality of life and recovery-focussed 
practices is growing, with Acceptance and Commitment Therapy (Hayes et 
a l , 1999) being found to improve quality of life, with depression symptoms 
reducing as a by-product rather than the aim of the intervention (Forman et 
a l, 2007). It therefore can be argued that adopting a more positive risk- 
taking approach in clinical practice supports personal recovery, which in 
turn reduces harmful risk as clients’ lives become more personally 
meaningful. However, such approaches would benefit from further research 
to explore the exact relationships between these many dimensions.
Service evaluation
Service-user and carer voices need to be heard in evaluating whether CMHS 
and practitioner working are helpful and effective in risk management, with 
DOH papers (e.g. 2010a) and Langan and Lindow (2004) reporting that 
such involvement should be integrated throughout the process of service 
delivery.
My service evaluation of the RMP in Surrey demonstrated that this service 
was helpful for practitioners (Kaliniecka & Shawe-Taylor, 2008). Whilst 
consultation practices such as the RMP is a step in the right direction in 
helping practitioners to reconsider their ideas around risk, my subsequent
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experiences of working alongside service-user researchers at the loP, and in 
therapy work in training has highlighted that these services need to undergo 
further development to truly define themselves as supporting positive risk 
management. For example, service-users’ and carers’ voices were 
noticeably absent in risk management plan discussions at the RMP, and in 
the service evaluation, with practitioners in the evaluation varying in their 
reports On whether their client found the RMP recommendations useful 
(Kaliniecka & Shawe-Taylor, 2008). Communication and true collaboration 
over their care plan is an identified requirement from research (Langan & 
Lindow, 2004) and government papers (DOH, 2007, 2010a), with actions 
needing to be meaningful for service-users to aid recovery (Slade, 2009a).
Risk assessment levels were also not found to have improved. Apart from 
methodological issues such as sensitivity and appropriateness of 
measurement tools used, this could suggest quality of life is still something 
that needs to be pursued in a more effective way (Kaliniecka & Shawe- 
Taylor, 2008). As the RMP develops I hope more strengths-based 
discussion can take place in balance with high risk discussion.
DISCUSSION
Forensic research and media focus on CMHS ‘failures’ has meant that 
defensive practice around risk has become common in CMHS, despite more 
recent government papers endorsing recovery-oriented and positive risk- 
management practices, with well-being promotion rather than mental illness 
reduction being at the heart of ideal service delivery (DOH, 2001, 2007, 
2010a, 2010b). The dominant medical model in CMHS appears discordant 
with personal recovery and service-users and carers views on their own risk 
management, with risk being perceived as controllable and negative, and 
wishes for positive risk-taking and involvement not being met (Langan & 
Lindow, 2004; Slade 2009a).
Clinical psychologists’ skills in developing formulations from multiple 
theoretical models and research, in consultation, delivering interventions
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and teaching, and in research and evaluation, can broaden understanding 
and responses to risk at all levels of CMHS. Through adopting a 
collaborative approach ’with service-users and carers, providing containing 
spaces, and owning our leadership skills, we can foster the development of 
ideas and practice within CMHS that balances both positive risk-taking and 
harmful risk management, with the aim to improve quality of life and 
support personal recovery (DOH, 2007).
Recovery-oriented practice and non-tokenistic collaboration with and 
involvement of service-users and carers in understanding risk issues and 
management (as upheld by BPS, 2006, 2007b; DOH, 2001, 2007, 2010a; 
Slade, 2009a) is still a relatively new way of working, which requires a 
move away from more traditional, medical models of service delivery in the 
NHS, and the adoption of a more constructivist stance. My evaluation of the 
RMP is an example where more effective and meaningful service-user and 
carer involvement could have been utilised. Clinical psychologists should be 
actively facilitating involvement in all areas of practice, service 
development and delivery as discussed above (BPS, 2006). Recovery- 
oriented practice can also be disconcerting to many practitioners, possibly 
leading to a loss of role certainty (Slade, 2009a).
Georgiades and Phillimore’s (1975) paper cautions that organisational 
change can take a substantial amount of time. They identified that, for the 
goals of training in new ways of working to be achieved, there needs to be 
careful consideration of the organisational climate into which it is being 
delivered, with the need to cultivate cohesive, self-motivated, self-sustaining 
and committed teams with additional energy for change to be effective. The 
current climate of financial stress and cuts in the NHS, which demands 
quick results, seems to conflict with this ideal.
Does this mean then, that there is no point teaching good practice? I would 
argue not, as long as such teaching is delivered sensitively, and the well­
being of the work-force is also being attended to. Perhaps then, a supportive
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climate within GMHS’, developed through using clinical psychologists’ 
skills in consultation may need to be cultivated first, before change in 
everyday practice can be expected. I would say strong leadership using all 
the above skills is therefore necessary more than ever to ensure positive risk 
management of the people we work with.
REFLECTIONS AND CONCLUSIONS
My understanding of issues of risk has developed from the thin description 
as presented in the key constructs on page 5, to a more contextualised, 
theoretical, social and psychologically informed understanding wherein 
issues of risk and recovery is differentially defined depending from which 
viewpoint you are looking from, and couched in a spectrum of other needs 
and wishes that constitute the lives of people with SMI.
I became conscious of the impact risk issues can have on practitioners, and 
how much organisational support is valued, when evaluating the RMP. 
Through working at the loP I became more aware of the frustrations 
service-users met in pursuing their recovery, with CMHS perceptions of risk 
becoming a great stumbling block on this journey. In my first-year CMHT 
placement I learnt for myself what it felt to hold such risk, whilst trying to 
promote recovery-focused principles with my clients. My experiences of the 
different perspectives on CMHS ideas and practices around risk have 
highlighted to me the complexities in working with such issues.
Through clinical training I have developed an understanding of how clinical 
psychologists’ theoretical, clinical and research knowledge can be used in 
roles of leadership, teaching and consultation, to uphold ideas and practice 
which meet, and can develop, government guidelines. However, I would 
also suggest we need to exercise caution in that we do not begin to perceive 
ourselves as above such thinking traps where we pigeonhole client groups, 
seek ‘safe certainty’ (Mason, 1993) or fall into defensive practiee ourselves. 
Kennedy et a/.’s (2003) recommendations for risk-management practice is a 
prime example of this. We also need to be sensitive to CMHS teams’
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stresses in response to the current climate of the NHS, and offer our skills in 
consultation in hope of ameliorating some of the impact the stresses can 
have on person-centred care.
Whilst adult CMHS are slowly moving towards more reeovery-oriented and 
positive risk management practices, there is still a dearth of understanding 
in how these practices are being implemented, and how practitioners are 
responding to such guidance. Further research and service evaluation is 
therefore warranted in this area. Further thinking and research into how 
recovery-oriented and positive risk management practices may look and be 
defined in other elient groups would also be beneficial, exploring this with 
both practitioners and clients of services for people with learning 
disabilities, children and adolescents, and older adults.
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In the first week of beginning the Clinical PsychD course we were given the 
Problem Eased Learning (PEL) exereise of creating a presentation in 6 
weeks around the title ‘The Relationship to Change’ within our allocated 
Personal and Professional Learning Diseussion Groups (PPLDGs). My 
group deeided to focus our presentation on reflections of change observed in 
our group and within ourselves across the first few weeks of training in 
working towards this exercise. I therefore feel it would be useful to structure 
my PEL reflective account around the work conducted over the weeks, 
relating our reflections and research to my subsequent clinical experience.
At the beginning there was a lot of anxiety around the exercise. The title 
was ambiguous so we felt uncertain of what was required of us, and as a 
group we had only known each other one day so we felt self-conscious and 
unsure of our contributions. We all initially appeared on our ‘best 
behaviour’, and I felt the need come aeross and ‘perform’ well. Through my 
clinical work I have reflected how it similarly takes time to build a trusting 
and emotionally honest therapeutic relationship with my elients.
Our discussions revolved around personal change, reflecting our inward 
focus at a time when everything about training was new and unfamiliar. 
Within our first session we established ground rules such as confidentiality 
and check-in/check-out of each member’s feelings at the beginning and end 
of each of our meetings. I think these rules and boundaries helped create a 
containing space for us to share our opinions and experiences, and I 
continue to adopt this structure in my elinical work with elients to facilitate 
a collaborative environment. I also valued the containing presence of our 
facilitator. Overall, our first meeting closely relates to Tuckman’s (1965) 
‘forming’ stage of group development, where members are dependent on a 
leader and are driven by the need to identify boundaries to orientate 
themselves.
Our second PPLDG meeting was likened to an explosion of ideas, where 
ehange was discussed at wider soeio-political and systemic levels, and
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contributions were inspired and creative. However, it also occasionally felt 
uncontained, with members interrupting each other and overrunning our 
session time, breaking some of our ground rules. I often felt exhausted and 
left behind. On reflection, this followed Tuckman’s (1965) next stage of 
‘storming’ in our group development, where we began to emotionally 
respond to the task and resist group influenee.
I have been able to liken the experience to that of failing to establish clear 
goals or session agendas early on in therapy with a particular client. This 
resulted in some of our sessions feeling circular, and lacking direction, 
leaving us both feeling frustrated. These experiences have helped me 
appreciate the need for clear goals and structure to facilitate motivation and 
engagement in clinical work.
I also found the amount of information discussed in the meeting 
overwhelming, seeing the value of each contribution but also not feeling 
able to discriminate which was the most useful or appropriate for our 
presentation. I was similarly overwhelmed over the breadth of therapeutic 
resources available when formulating and planning interventions for clients 
on starting placement. However, as I have settled into the course and 
utilised discussions with peers and supervisors, I feel I have become more 
selective and integrative of choosing resources in my work, being able to 
draw from the information available, but not feeling as compelled to have to 
include all of it. A process initially modelled in my PPLDG as we moved 
towards our presetitation.
Our discussion of change at a systemic level (e.g. the influence of systems 
around clients in faeilitating positive change) took on greater significance 
when I began working with a client who belongs to a collectivist culture 
where ‘I’ does not exist, and his family were central to his motivation to 
change. Had I continued to adopt an individualist approach with him I 
would have missed the opportunity to include his family in our intervention.
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which has proven to be essential in his engagement and motivation in 
therapy.
For our third PPLDG meeting we reported back on our individual research 
into different theoretical and therapeutic models perspectives on change. We 
noticed how a number of them elosely reflected the proeesses going on in 
our group and individually, and led to our idea of structuring the 
presentation around our refleetions of group and individual change, based 
on Rolfe et a lls  (2001) framework for critical self reflection. We also 
adopted Ernst & Martin’s (2007) idea of using a collage as a tool to 
facilitate creative exploration of our reflections and projections of the group 
process, and as a format for our final presentation (see Appendix A and B). I 
found this approach inspired the group, generating more in-depth reflections 
and reflexivity on how these may influence our clinical work.
For example, I found a systemic paper about learning narratives in group 
supervision particularly resonated (the theory and knowledge building level 
of reflection, Rolfe et a l, 2001), whieh proposed that our previous 
experience of learning shapes how we communicate and approach 
collaborative group learning (Aggett, 2004). This led to each of us reflecting 
on our own previous experiences before starting the course (the descriptive 
level of reflection, Rolfe et a l, 2001), and we realised how our fluctuating 
moods and motivations across the weeks may be linked to how our different 
learning narratives connected and fitted with each other.
I realised that I have a learning narrative based on structured, clear ‘right 
and wrong’ way of learning from school and undergraduate study, which is 
driven by a goal focus. This explains my initial discomfort in the explosion 
of ideas and lack of agreed presentation format in the early days of the 
exercise. However, other members had much more of a process-focused and 
creative learning narrative, and they reflected how they had sometimes felt 
rushed into making deeisions. Our open discussion of our learning
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narratives facilitated a greater awareness of how they interacted, and of their 
respective potential benefits and disadvantages.
If it were not for others more process-oriented narratives, we would have 
lost a lot of the richness and breadth of our final presentation, whilst the 
goal-focused narratives helped us to keep to time. Other members also 
realised that maybe they needed to be more assertive and confident in 
voicing their opinion rather than assume others know best, and these 
members continue to be vocal in our PPDLG meetings and in placement of 
their professional opinion.
I have also become much more reflexive on how my learning narrative now 
impacts on my learning and eOmmunication on placement (the action- 
oriented reflexive level of reflection, Rolfe et a l, 2001), with a greater 
awarenèss of how my need to see results in therapy to feel I have learnt 
therapy skills, should be be balanced with valuing the process of therapy 
when progress may feel slow.
Our reflective discussions continued across to the next meeting, creating the 
opportunity to examine our self perceptions which were often quite 
negative, stemming from our anxiety on being eompetent enough for the 
course and our contributions on the PEL task (e.g. I felt that I was not as 
experienced as the others, and that I sometimes talked too much). These 
honest expressions facilitated the space for these negative automatic 
thoughts to be challenged by supportive and encouraging feedback from 
group members (e.g. of highlighting the unique experiences I do have, and 
that I drew points together in discussions), with thought challenging being a 
technique which Eennett-Levy (2003) describe as a mechanism of change in 
Cognitive Therapy. I have found my clinical supervisor continues to guide 
me in challenging my negative thoughts about my competence in clinical 
work, and personal experience of this teehnique has helped me in applying 
this approach with clients.
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It felt the group became more intimate and cohesive following the revealing 
of our personal opinions, which matehed Tuckman’s (1965) third ‘norming’ 
stage. We quickly moved onto the ‘performing’ stage of group 
development, channelling our energy into creating the collage and putting 
together the presentation. In our fifth session our attention turned to how our 
reflections will relate to our future clinical practice.
We considered how our fluctuating emotions and levels of motivation and 
engagement with the PEL task may mirror the experiences of clients and 
carers on their own pathways of change; where there may be points they feel 
unheard, frustrated and insecure. Our PEL experience emphasizes the need 
to create a safe space for clients and carers to be able to voice their 
concerns, for us to actively elicit these, to respond to them and not be 
defensive to ensure true collaboration and provision of personally relevant 
support. I find my anxieties of being a noviee therapist may sometimes 
hinder this process of active exploration, and is something I feel I need to 
develop more in my practice.
The group members being open and reeeptive to each other’s differing 
beliefs, values and experienees helped us achieve an inclusive and rich 
presentation, and we reflected how a similar collaborative approach would 
be useful when working within a multi-diseiplinary team, where it is 
important to value the skills and experience of other professionals to 
overcome disagreements and provide cohesive and holistic care to our 
clients. This is something that I still hold in mind when coordinating and 
networking with other professionals on plaeement, although this ean 
sometimes be tested due to working in a time-pressured environment, where 
there may not be the atmosphere where staff feel safe in expressing their 
eoncems, and where group consensus can be difficult to reach.
My clinical experience has helped me put our group reflection in a ‘real life’ 
context, where I consciously remind myself to value other professionals’ 
perspectives, but also be diplomatically assertive if I feel something is in a
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client’s best interests (e.g. encouraging a care co-ordinator to bring a Care 
Plan Approach meeting forward to ensure coordinated efforts for a client). 
This links into another group refleetion on how our rôles as clinical 
psychologists are changing in the National Health Service (NHS), with the 
New Ways of Working for Applied Psychologists in Health and Social Care 
(British Psychological Society, 2007) delineating greater leadership and 
eonsultancy responsibilities.
This reflection has led me to be more conscious of developing adaptive and 
transferrable skills even at this early stage of training, and of harnessing the 
idea of the ripple effeet of ehange by using my developing research and 
formulation skills to promote more person-centred and recovery-focused 
thinking in the service I work in. For example, I will be delivering a 
presentation to the team on the concept of ‘recovery’ in the near future, and 
hope to encourage more hopeful thinking for their clients compared to the 
low expectations I often overhear in the office.
We were the last group to deliver our presentation on the PEL presentation 
afternoon and I was concerned that people would be tired and bored from 
watching the previous presentations. However the suggestion of writing it 
up for publication following our presentation boosted my confidence in our 
approaeh. I hope our published article will offer insight for future trainee 
clinical psychologists into the experienee of beginning clinical training, and 
help normalise the anxieties often felt.
Reflecting on those first 6 weeks of training I have realised how much our 
take on the PEL task facilitated a sense of togetherness and openness 
amongst our PPLDG. It helped us to reflect ‘live’ on group and personal 
processes during a stressful time in whieh they may have otherwise gone 
unnoticed, and I continue to adopt this actively reflective stance with my 
clinical work. Whilst our meetings had felt chaotic at times, I felt we learnt 
a lot from each other, drawing from the diversity of group members’ 
opinions and experiences to ereate a presentation which has continued to
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resonate through my experiences on clinieal placement. My PPLDG is a 
forum which I will continue to value throughout my training as a source of 
peer support, advice and expertise.
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In the second year of the Clinical PsychD course the Personal and 
Professional Learning Discussion Groups (PPLDGs) were given a Problem 
Based Learning (PBL) exercise of creating a presentation around a case 
study involving a Court request for a risk assessment and rehabilitation plan 
for the three year-old children of parents with learning disabilities (LD). The 
children were in short-term foster care, and the Local Authority wished to 
place them for adoption. The parents wished for the return of their children, 
but lived in poverty, and there were concerns around the mother’s 
depression, the father’s perpetration of domestic violence, and their ability 
to meet their children’s physical and emotional needs, despite parenting 
training interventions. The grandparents, who had fundamentalist 
evangelical Christian beliefs, wished to adopt the children, but they had not 
been approached. There were multiple agencies involved. Please find the 
full details of the task in the appendix.
My PPLDG decided it would be useful to continue our first year practice of 
reflecting on our personal and group processes during this task. Throughout 
this account I will predominantly focus on the reflections and research that 
relate most to my subsequent clinical experience within a LD placement. In 
our first meeting we had a general discussion regarding the various potential 
outcomes of a risk assessment and subsequent rehabilitation plans, the 
factors that need to be assessed and considered, and potential presentation 
ideas.
A tension emerged between wanting to offer the parents another chance to 
parent whilst receiving more appropriate support (rights of parents with 
LD), and the crucial nature of age and timing in the long-term impact of 
adoption (the needs of the child). We reflected on the extent our opinions 
were evidence-based or personal experience-based, with group members 
reflecting on their own experiences of adoption, and their previous work 
experiences. For example, I previously worked in a Looked after Children’s 
team and found myself aligning to protecting the children’s needs rather 
than considering the parents’ rights. Now I am nearing the end of my LD
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placement, I notice how I have developed a greater awareness and 
understanding of supporting parents with LD, which I intend to carry into 
my future child placements when working with families.
I was struck how the grandparents’ voice was lost in our initial discussion 
due lack of previous work experience with this group in the PPLDG, 
mirroring their lack of prominence in the ease study, and in my subsequent 
placement how carers in general can be excluded from assessment and 
discussion in LD services, despite their wealth of knowledge. We also 
initially stereotyped social workers’ handling of such cases, and I wonder 
how much this was attributable to our now strong membership to a clinical 
psychology group, leading to the undermining of members of other groups 
(Forsyth & Elliot, 1999).
Conscious of these biases and dynamics, my group decided we needed to 
gather more information around care proceedings, people with LD rights 
and parenting interventions, and the impact of domestic violence and 
various eare options on children to more comprehensively inform our 
formulation of the ‘problem’, before considering potential interventions (i.e. 
rehabilitation plans) and presentation ideas. We also felt it important to 
explore the potential impact of family, inter-agency and group dynamics on 
working with such complex cases.
Compared to our first year PBL task, I observed how my group felt 
confident in expanding discussions and postponing solutions, more 
comfortably adopting a position of ‘safe uncertainty’ to allow for new 
meanings to emerge (Mason, 1993). I have found that one of my most 
important roles in my LD placement has been to similarly draw together 
information from multiple sources (observations, earer interviews ete.) to 
illuminate understanding around clients’ eurrent difficulties, be they mental 
health or challenging behaviour.
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Over our meetings we reflected how it may be easier for clinical 
psychologists to hold this position and resist quick decisions due to our 
relative low responsibility for risk compared to that held by social workers, 
considering how we may provide a safe space within supervision and 
consultation to support other professionals to reflect and explore options 
beyond ‘safe certainty’ (Mason, 1993). I have subsequently provided sueh a 
space with a community nurse in joint-working with a client who poses as 
high risk of suicide, helping her to consider options beyond inpatient care.
In the next meeting we fed-back and learnt from one another’s research on 
the topics mentioned above. In particular I learnt that existing research and 
Government strategies (Booth & Booth, 2004; Coren et a/., 2010; 
Department of Health, ‘Valuing People Now’, 2009) uphold people with 
LD’s rights to be parents, reporting the need to enable them by offering 
appropriate support (e.g. use of social learning theory in providing specific 
parenting interventions in the home). However, in subsequent discussion on 
placement, I have realised how little this is put into practice.
I co-facilitated a sexual education Women’s Group, and was shocked to 
discover how many of the members had children in the eare system, or 
wished to have children, and either way were/will not be offered the support 
advised. I wonder now how, as clinical psychologists, we are well placed to 
challenge disempowering discourses that have developed in LD teams, 
through our cognitive and social functioning assessments to highlight 
abilities, questioning language used and punctuating patterns of 
disempowering communication (Dallos & Vetere, 2009), and providing 
supervision to help contain difficult emotional processes. Either formally or 
informally, I have consciously adopted this role on placement.
I raised the potential for how the non-verbal communication of attachment 
distress from children and parents in the care system can be projected onto 
services involved, with counter-transference leading to blame, dissonance, 
and broken eommunication within the professional system (Rocco-Briggs,
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2008). Another group member’s research suggested these group dynamics 
are exacerbated when group membership is unstable, there is a perceived 
lack of resources, lack of clarity over professional roles, and decision 
outcomes have high long-term and personal impact (Barclay & Kerr, 2006; 
Weingart & Todorova, 2010). I wonder how many NHS teams suffer from 
these factors. I have reflected how the cohesiveness of my LD team could 
be attributable to the clear roles and responsibilities held by the disciplines 
(unlike in the case study), and the shared responsibility for outeomes, with 
good communication at multiple levels of the organisation.
For the following two meetings we struggled to develop a eomprehensive 
risk assessment for the three potential outcomes; the children are returned to 
their parents with additional support offered, the children are adopted by the 
grandparents, or the children are placed for non-kinship adoption; and 
decide on a rehabilitation plan. We adopted a biopsychosocial model to 
consider potential risk factors, and considered protective factors which can 
often be neglected in my experience of professional diseussions regarding 
clients. I observed how the group appeared more fractious or giddy, 
oscillating between off-topic conversations and heated debate over the needs 
of the respective parties in the case study.
We reflected how sueh oscillation may reflect our finding ‘safe uncertainty’ 
and responsibility of being advocates for all parties as intolerable, in respeet 
to the risk issues and ambiguity/lack of the information provided. We found 
we tended to be organised around our new placements, for example I found 
myself increasingly advocating for the parents with LD. I wonder how this 
may also reflect what can happen in multi-agency working, with different 
professionals holding different positions regarding the best outeome for 
families, depending on the service, diseipline, and politics within which they 
work.
The frustration over lack of information in the PBL task has helped me 
value how extensive psychology assessments can be on plaeement, allowing
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discussions with all parties involved so both service-user and carers’ voices 
are heard, and through the variety of assessment skills we adopt. For 
example, in functional behaviour assessments, contextual issues are 
considered and observations are also conducted. Therefore potential issues 
around difference (e.g. socioeconomic status) and diversity (e.g. religious 
beliefs) as found in the case study ean be further explored and understood 
before decisions need to be made. For example, through conducting an 
extended assessment, I found a client’s Christian beliefs to be a protective 
factor in the bereavement work we were doing together.
In consideration of the research and evidence-base, my group finally 
decided the most appropriate rehabilitation plan would be to provide time- 
limited support to the parents in caring for their children, providing more 
appropriate individual interventions as well as parenting, with kinship 
adoption as a follow-up if the original rehabilitation plan was not effective. 
However, I am conscious that this decision could construe clinical 
psychologists as risk naive, and I wonder how at times holding ‘safe 
uncertainty’ may be an unaffordable luxury in complex clinical settings 
when vulnerable individuals are at risk. In the spirit of the psychology ethos 
in LD services, more resources and interventions need to be allocated in 
preventative work, so reactive decisions, such as with the case in the PBL 
task, do not have to be so frequently made.
The rehabilitation plan we presented incorporated such preventative 
strategies, and I have reflected further on clinical psychology’s role in these. 
For example, using our leadership, consultation and training skills, we can 
educate staff in how to make materials and resources more aecessible and 
appropriate for people with LD. By conducting an extensive 
neuropsychology and behaviour assessment with a client on placement, I 
have been able to advise the residential home staff of a more accurate 
representation of his abilities, and develop guidelines of communication and 
structure in consultation with staff to promote his quality of life and prevent 
placement breakdown.
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I have also gained a greater appreciation for the power of indirect work 
through carers and staff, valuing the experience and knowledge of the 
system around the client in informing interventions. Often those with the 
least power (through edueation and income status) have the most contact 
with the people we are trying to help. Through the PBL task and our 
placement experiences, my group has realised how we need be aware of 
issues of power at multiple levels in our work, and to strive to enable rather 
than disable those at the centre of our work.
My PPLDG decided to base our final presentation on a snapshot of our 
discussions, using a reflecting team to reflect upon the personal and group 
processes that emerged as we explored ideas and tried to reach a decision 
regarding the best outcome for the family. We also appointed a narrator to 
introduce the presentation, to summarise the decision and rehabilitation we 
reached, and our overall learning points from this task. I felt our 
presentation reflected the approach we adopted for this PBL task as a whole, 
with strengths in taking time to deeonstruet the case study, explore the 
different perspectives and relevant literature before making a decision, and 
noting key reflections on personal and group processes as they occurred to 
develop our refleetive practice.
However, a limitation of our approach was that the volume of information 
gathered led to multiple formulations of the ‘problem’ being developed, 
which we found difficult to condense into one outcome and rehabilitation 
plan. Byron (2010) proposed that providing informed and concise 
statements regarding issues around mental health is a skill that clinical 
psychologists as a profession struggle with, which hampers the 
dissemination of psychologieal information to the general public and in turn 
perhaps conceals our leadership qualities. I, along with a number of my 
eolleagues, have subsequently set up a Media Work Group to actively seek 
out training to develop more accessible, eoneise and public-faeing ways to 
disseminate psychological knowledge.
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Overall I found this PBL task useful in exploring my assumptions about the 
attitudes of different disciplines and stakeholders in such complex cases, 
and through my plaeement experiences acknowledging the different ways 
we may approach our work, and the necessity and value in joint-working to 
provide a holistic approach in assessing abilities, suitability and 
implementation of interventions with people with LD. Through our group 
process reflections and research, I have realised how diverse views in 
clinical practice can either impede or enhance eommunication depending on 
the way these perspectives are negotiated, and clinical psychologists can 
help provide a space for these to be discussed within extensive assessments 
and consultation work.
The task also helped me acknowledge that as a group, clinical psychologists 
are also vulnerable to risk avoidance, with my PPLDG exhibiting 
psychological defences such as mania to avoid discussing risk issues and 
making a decision regarding the family’s future. I would say there is a fine 
line between a position of ‘safe uncertainty’ (Mason, 1993) and risk 
avoidance, and I am conscious to utilise supervision when I am uncertain on 
which side my thinking falls.
I am also more aware of how my previous personal and professional 
experienees may influence the perspective I adopt in relation to emotionally 
charged dilemmas (e.g. initially focusing on the children’s needs), and that 
gaining experience through training of working with different client groups 
is broadening my thinking around complex cases (e.g. rights of people with 
LD). It has reinforced to me the importance of transferring knowledge 
across placements, and of continuing my personal and professional 
development beyond my future plaeement with Older Adults, into my career 
as a qualified clinical psychologist, so as to keep up-to-date with the 
research and training, and continually reflect on my clinical practice.
Helena Kaliniecka - Portfolio Volume 1 74
ACADEMIC DOSSIER PEL Reflective Account Two
APPENDIX
Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, Attachment and 
Learning Disabilities
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The RmWem
The twins, Sally and Sarah Staines, were placed in short term foster care, 
following a recommendation of a full child protection case conference, and 
enacted at an initial Court hearing, that the children continued to be at risk in 
the care of their parents. The children were on the child protection register, 
under the categories of emotional abuse and neglect. The children’s Guardian 
(Court Reporter) has approached you, and asked you to help the Court by 
conducting a full risk assessment, and if appropriate, to help the Court 
develop a rehabilitation plan for the children. This is a joint instruction by all 
parties to the proceedings. However the Local Authority wishes to place the 
children for adoption, before it Is too late, in the belief that Mr and Mrs Staines 
will never be able to care adequately for their children. Mr and Mrs Staines 
are passionate in their commitment to have the children returned to their care.
Whose problem is it? Why?
Some Background Information.
Mr and Mrs Staines are white English. They live on State benefits. Mrs 
Staines is described as a woman with learning disabilities, in the mild range. 
Mr Staines attended a school for children with special educational needs. His 
parents are members of a fundamentalist, evangelical Christian church. Social 
Services has not approached them as potential carers for the children, 
although they would welcome such an approach. Mr and Mrs Staines do not 
read and write English, It should be noted that many long reports have been 
written about them, their children, their care Of their children and so on. Their 
solicitors read the reports out loud to them, usually once, and sometimes on 
the morning of a Court hearing.
Mrs Staines has two older children living with separate adoptive families. She 
is not able to have contact with them at the moment, as it was closed 
adoption. This is because her first husband was extremely violent to her, and 
threatened violence to the previous social workers. Social Services staff 
feared for the safety of the adopters if their whereabouts were known. Mrs 
Staines promised herself it would be different with this marriage and for these 
children.
Mr Staines has physically assaulted Mrs Staines, during disagreements, and 
apparently only when inebriated. She minimises his behaviour, saying it is 
nothing compared to what her previous husband used to do to her. The two 
children have witnessed these arguments and assaults. Mr Staines has not 
been offered a service from the local drugs and alcohol agency.
Mr Staines’ parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are willing 
to look after the children, despite Mr Staines mother suffering from a painful 
rheumatic condition. Mrs Staines was raised in the Looked After Children
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system, in a residential children’s home, and has no contact with her family of 
origin.
Mr and Mrs Staines live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Staines struggles to 
understand the workings of the second-hand appliances donated to them by 
family. It would seem that Mr Staines understands their workings, but is not 
prepared to use them. Social Services staff are most concerned about 
physical neglect of the children’s needs. Family Centre staff say they have 
tried to engage both Mr and Mrs Staines in parenting classes, but the couple 
do not attend on a regular basis. The Family Centre appointed a family worker 
to visit the home, and show Mrs Staines ‘how to keep house’. The family 
support worker has not been trained to work with parents with learning 
disabilities. The Social Worker says the Department has offered the family 
everything, and it makes no difference to the care of the children.
Mr and Mrs Staines are desperate about the loss of their children. They want 
them to come home. They fiercely resent the foster carers, and the supervisor 
of their contact with the children. The children's Guardian (Court Reporter) 
believes the parents can learn to be 'good enough’ to satisfy Social Services 
requirements. Mrs Staines was referred to the local AMH service for help with 
feelings of despair and depression. She Is taking anti-depressant medication, 
and is seeing a CRN for counselling.
... ..something about paying attention to the professional network (liaison, 
communication, respective roles, different agendas)
 something about safety, risk assessment and risk management
 something about parenting and learning disabilities r •
.....something about child witnesses to domestic violence and the ^  
intergenerational effects of domestic violence
.....something about the effects of poverty and class discrimination 
.....something about literacy and verbal comprehension (effects of anxiety and 
stress on memory and comprehension, and willingness/ability to express 
concerns, and say, ‘1 don’t understand these reports’)
f  LD, , tcW A*
1..... something about resilience, adversity, depression and coping
 something about problem drinking, and unaddressed need
"..... something about the role of grandparents in the care of children
'  something about children of parents with learning disabilities ^
_..... something about gender issues and gender scripts
 something about psychologists, child protection and the legal system
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Over the first year of Clinical PsychD training we were encouraged to discuss 
clinical practice and complete Problem Based Learning (PBL) tasks for our 
personal and professional development in our Personal and Professional 
Learning Discussion Groups (PPLDGs). I reflected how my group’s approach 
to the first PBL task (reflecting on our relationship to our own change), as a 
group and individuals, continued to resonate throughout the year. Themes of 
parallel processes of group development (Tuckman, 1965) and the role of 
facilitator in placement therapy groups were explored. Creating an open space 
for clinical discussion and the sharing of genograms helped us develop a 
trusting, understanding and supportive group environment, increasing our 
psychological wellbeing (Forsyth & Elliot, 1999) and confidence in our clinical 
judgements.
Group discussions included influences of personal learning narrative styles 
(Aggett, 2000), levels of diversity and identity, of the dominant individual- 
focus of mental health services, and endings in therapy. Our discussions 
became increasingly more client-focused and integrative, with greater 
consideration for the social and organisational contexts of our work, and 
diversity of therapeutic practice. I reflected on how my experiences of self 
disclosure, negotiation of roles, and sharing of anxieties in the group may relate 
to clients’ experiences over the process of therapy. My PPLDG have developed 
into a cohesive group. However, caution for groupthink is proposed, to consider 
the influence of group identity in working with other multidisciplinary 
professionals, and the need for more ‘storming’ and debate for continued 
personal and professional development.
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Over the second year of Clinical PsychD training our Personal and Professional 
Learning Discussion Groups (PPLDGs) continued to be a space to work on our 
personal and professional development, additionally informed by reading 
seminars and more structured case discussion.
I reflected how at the PPLDG had initially become less reflective and more 
professionally-focused, attributing this to the change in our system with a new 
facilitator, and following a sensitive sculptures exercise at the beginning of the 
year where we shared reflections of each members’ role in the group. 
Reflection on the PPLDG’s ability to contain anxiety, and subsequent defence 
mechanisms, are related to team dynamics observed in NHS services (Lawlor,
2009). How these dynamics affect personal and professional development in the 
PPLDG and NHS teams is discussed. The sculptures exercise led me to work 
on managing my anxiety more effectively, and led to discussion of how 
difference and diversity is valued in our PPLDG and clinical work.
Structured case presentations yielded more in-depth discussion of ethical 
dilemmas, different therapy approaches, and working with teams compared to 
the first year. Different styles of leadership and supervision are reflected upon, 
with positions of ‘safe uncertainty’ (Mason, 1993) and space for reflection 
upheld as models for personal and professional development. How these 
reflections influenced my practice in the NHS is discussed, including 
introducing a team formulation approach (Lake, 2008) to the NHS team on 
placement to encourage greater psychological awareness.
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Overview of Three Years Clinical Experience
September 2012
Year 3
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Adult Mental Health Placement
This placement.was in a Community Mental Health Team
Clinical work: I gained experience in conducting psychological assessments 
and interventions with female and male clients aged between 18 and 64 years 
old. The clients’ experienced a range of psychological difficulties such as social 
anxiety, depression, borderline personality disorder, and schizophrenia. 
Interventions involved the use of Acceptance and Commitment Therapy (ACT), 
Cognitive Behavioural Therapy (CBT), a systemic approach with a couple, and 
the assessment and management of risk. I was involved in a Systemic 
Reflective Group and contributed to clients’ Care Programme Approach 
meetings and joint-working with other professionals. I also administered three 
neuropsychological assessments to establish whether clients had Korsakoff ’s 
syndrome and memory impairments.
Group work: I co-facilitated an Anxiety group with an occupational therapist 
(drawing on CBT), and a Recovery group (based on the Wellness and Recovery 
Plan approach) with my supervisor.
Service evaluation: I conducted a quantitative evaluation of an ACT group 
using a number of ACT specific measures, and service evaluation questionnaire 
which I developed.
Teaching and presentations: I delivered presentations on the Recovery 
Approach to CMHT staff and regional psychologists.
Learning Disabilities Placement
This placement was in a Joint Community Learning Disability Team.
Clinical work: I gained experience in conducting psychological and functional 
assessments and interventions with female and male clients aged between 18 
and 54 years old. The clients’ experienced a range of psychological and 
behavioural difficulties, and learning disabilities, such as anxiety and 
depression linked to Autistic Spectrum Disorder (ASD), bereavement, and
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behaviours which others found challenging. Adapted CBT, behavioural, and 
systemic interventions were used, and involved the assessment and 
management of risk. I also conducted two neuropsychological assessments 
which helped establish signs of dementia, and executive functioning deficits. 
Group work: I co-facilitated a psycho-educational Women’s group on safety in 
relationships and the community with another trainee clinical psychologist. 
Service delivery: \ conducted an audit on the referral pathways to the different 
work groups in the team.
Consultation work: I gained experience of delivering consultation to residential 
and day services staff and families, developing shared formulations are clients’ 
difficulties.
Teaching and presentations: I delivered a presentation on the service referral 
pathway audit to the team.
Older Adults Placement
This placement was split between a Community Mental Health Team for Older 
Adults and an Improving Access to Psychological Therapies service.
Clinical work: I gained experience in conducting psychological assessments 
and interventions with female and male clients aged between 76 and 96 years 
old. The clients’ experienced a range of psychological or organic difficulties 
such as anxiety, depression, borderline personality traits, and dementia. 
Interventions involved the use of adapted CBT and Interpersonal Therapy 
(IPT), and included sessions with a couple using a systemic approach. I also 
conducted two neuropsychological assessments to establish diagnoses of 
dementia with psychiatry.
Teaching and presentations: I delivered teaching on a Team Formulation 
Model to CMHT staff to increase reflective practice.
Consultation work: I gained experience delivering consultations sessions to 
staff in a care home, and provided consultation to CMHT staff in how to use the 
Team Formulation Model when thinking about clients.
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Child and Adolescent Mental Health Placement and Advanced 
Competencies Placement
These two placements were conducted jointly across a Child and Adolescent 
Mental Health Team (CAMHS) and a Children Looked After service.
Clinical work: I gained experience in conducting psychological assessments 
and interventions with female and male clients aged between 6 and 17 years 
old. The clients’ experienced a range of psychological and developmental 
difficulties such as post-traumatic stress disorder, separation anxiety, obsessive 
compulsive disorder, bereavement, attachment difficulties, adjustment 
difficulties, abuse and neglect. Interventions involved the use of CBT, Narrative 
Therapy, attachment- and community psychology- informed approaches. I 
gained experience of delivering indirect systemic and attachment interventions 
to parents (e.g. surrounding the adjustment of a child following a traumatic 
bereavement) and foster carers. I also conducted two neuropsychological 
assessments to contribute to the assessment of ASD, and establish general 
cognitive functioning.
Group work: I co-facilitated a Foster Carers Reflective group with my 
supervisor, and contributed to the development of a young-women’s (in care) 
group.
Consultation and supervision work: I gained experience delivering 
consultations to social workers, foster carers, and adoptive parents in managing 
transitions, children’s emotional distress and behaviours. I also gained 
experience of supervising a skills worker in conducting CBT work with a 
Looked After Child who experienced anxiety.
Teaching and presentations: I delivered teaching on attachment theory to a 
group of potential foster carers, and on child development to multi-agency staff 
involved with the care system. I also delivered a presentation On the use of 
Narrative Therapy with young-people to CAMHS psychologists.
Helena Kaliniecka - Portfolio Volume 1
CLINICAL DOSSIER Case Report One
Cognitive Behavioural Therapy with a Woman in her 
Fifties Presenting with Anxiety and Low Self Esteem
Case Report One
April 2010
Year 1
Helena Kaliniecka - Portfolio Volume 1 89
CLINICAL DOSSIER Case Report One
A referral was received for a White-British woman in her fifties presenting with 
anxiety. She disclosed one previous suicide attempt but expressed regret oyer 
this action, and felt this was not a current issue. Recurrent depression was a cp- 
morbid factor; however she reported that her anxiety was her current main 
concern, following successful cognitive behavioural therapy (CBT) at a 
Recurrent Depression Clinic.
We worked on her goals of managing her physiological symptoms, increasing 
her assertiveness, and identifying her relapse warning signs. A generic 
cognitive model was initially used to build a case conceptualization that 
allowed exploration of her whole experience, leading to Fennell’s (1998) 
cognitive model of low self esteem. In the beginning it was agreed that a CBT 
approach informed by anxiety protocols could be beneficial, in line with the 
clinical research evidence-base (Borcovec & Ruscio, 2001; Clark et al., 2003). 
The intervention focused on developing coping strategies, identifying and 
challenging her negative thoughts and dysfunctional assumptions, and 
developing alternative beliefs. The intervention methods used overlapped with 
low self-esteem protocols (Fennell, 1998).
The work is ongoing but the client reports a substantial reduction in her 
physiological symptoms, an increase in her assertiveness and motivation to 
protect her own needs, and a greater awareness of her relapse signs. Further 
sessions were offered to work on her core beliefs; however these were declined 
as she felt she had achieved her therapeutic goals. We have therefore agreed to 
use our remaining sessions to review our work and develop a relapse prevention 
plan.
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A referral was received for an Asian-Indian man in his forties presenting with 
severe depression. He disclosed previous suicide attempts but felt that this was 
not a current issue. The cognitive model of depression was initially used for 
formulate his difficulties (adapted from Beck, 1995 and Fenell, 1989). An 
extended assessment was conducted with his wife present to consider systemic 
perspectives and issues of diversity. A counselling and motivational 
interviewing approach was also adopted to facilitate engagement and allow him 
space to tell his story Of the multiple losses in his life.
Following the extended assessment his difficulties were reformulated using an 
Acceptance and Commitment Therapy (ACT) model (Bach & Moran, 2007). 
His goals were to accept his past troubles, and to be able to step back from 
rumination to engage more with his family and faith. We agreed that an ACT 
approach could be beneficial in consideration of his spirituality and values, and 
for its evidence-base in depression (e.g. Forman et al, 2007).
The intervention focused on developing mindfulness and defusion skills to 
increase acceptance of painful inner experiences, and on increasing actions in­
line with his values. His scores on Beck’s Depression Inventory (BDI-II, Beck 
et al, 1996) remained in the severe category within 14 sessions. However, he 
and his wife reported increasing moments of engagement with the family, and 
lifts in mOod. In consideration of the systemic context of his difficulties, we 
agreed that a referral to Family Therapy would be beneficial for the whole 
family.
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This case report is a neuropsychological assessment of the general intellectual 
ability and executive functioning of a 38 year old man with mild learning
disabilities (LD), hydrocephalus and possible Autistic Spectrum Disorder
(ASD). James described getting “stressed” and not being able to control 
himself. James lived in a residential home for people with LD, where staff 
reported challenging behaviours (CBs) such as verbal and physical aggression 
to others, and destruction of property. A literature review was conducted around 
cognitive and socio-emotional functioning in people with LD, hydrocephalus 
and ASD, with particular attention to the characteristics of executive
functioning (EF) deficits across these areas.
After information gathering from the client, his mother, and residential home 
staff, and considering literature around EF, I hypothesised that James’
challenging behaviours were due to extremely low general intellectual abilities 
(IQ) and EF deficits. Formal assessments were completed using the WAIS III, 
BADS, DKEFS (Trail Making), COWAT, Animal Naming, Weigl Colour- 
Form Sort Test, and Hayling Sentence Completion Tests.
The results of these tests supported the hypotheses that James had Extremely 
Low IQ, and that his CBs could be attributable to EF deficits in planning, 
problem-solving, self-regulation, mental flexibility, organisation of behaviour, 
working memory, and attention. It was recommended to staff to create more 
structure and routine in James’ day, and use visual prompts to support 
purposeful engagement in activities to prevent CBs from occurring. Behaviour 
management guidelines were developed with the staff team.
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A referral was received for a British Afro-Caribbean 16-year old woman 
presenting with post-traumatic stress following witnessing an assault on her 
mother. No previous suicide attempts were disclosed. Ehlers and Clark’s (2000) 
cognitive model for pOst-traumatic stress disorder (PTSD) was used to 
formulate her difficulties.
We worked on her goals Of wanting to feel less anxious and more safe around 
other people, to re-build her trust in others, and create a better balance in her 
life between her school work, social activities, and looking after herself. A 
Trauma Focused Cognitive Behaviour Therapy (TF-CBT; Cohen et a l, 2006) 
approach was adopted in line with the clinical research evidence-base (Cary & 
McMillen, 2012), and a systemic approach with a colleague seeing her mother 
separately for sessions. The individual intervention focused on psycho­
education, relaxation skills, affective modulation, and cognitive coping and 
processing. Coping with eczema was also explored and a family systems 
perspective adopted in the re-formulation.
The work is ongoing but the client reports greater acceptance of her eczema, a 
reduction in feelings of frustration and ‘jumpiness’, of avoiding trauma 
reminders less, and a re-appraisal of her beliefs about her ‘weakness’ and of 
trusting people. At the mid-therapy review a reduction in her scores for 
dissociation, anxiety and post-traumatic stress on the Trauma Symptom 
Checklist for Children -  Alternative Version (TSSC-A; Briere, 1996) was 
observed. We have agreed to continue with TF-CBT and begin joint-sessions 
with her mother.
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ABSTRACT
Objectives: The current study aims to evaluate whether an ACT Group 
approach has been effective in helping clients with moderate to severe 
depression and/or anxiety in a Community Mental Health Team setting to; 
a) accept undesirable emotional experiences and functionally adapt their 
actions, b) increase mindfulness skills, c) reduce anxiety/depression 
symptoms. Clients’ perspectives and satisfaction of the ACT Group are also 
evaluated.
Design: A within-group repeated-measures design was used. Participants 
were asked to complete three measures (Hospital Anxiety and Depression 
Scale [HADS]; Five Facet Mindfulness Questionnaire, and Acceptance and 
Action Questionnaire) in the first and last of the 8-week ACT Group 
sessions, and a Satisfaction Questionnaire (SQ) at 6 weeks follow-up.
Participants: Six CMHT clients referred to the ACT Group completed the 
pre- and post-group measures (mean age 44 years, range 33-53 years; one 
male, five females).
Results: Group-level analysis found that only the positive change in the 
HADS-Anxiety scale was statistically significant (z = -2, p < .05). 
Individual-level analysis was precluded due to the lack of measure norms; 
however observations of change in individual scores were explored. 
Participants reported high satisfaction with the ACT Group, however the 
content of sessions was reported to be too dense and difficult to understand.
Conclusion/Implications: Whilst improvements in anxiety symptoms and 
ACT processes were non-significant, observations tentatively corroborate 
a c t ’s approach in increasing mindfulness and willingness to perform 
previously avoided actions, independent from symptom improvement. The 
ACT Group format and material has been revised to be less complex 
following SQ feedback.
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INTRODUCTION
Community Mental Health Teams (CMHT) provide ongoing treatment and 
care for those with moderate to severe mental health problems. The 
Department of Health’s (DoH; 2002) ‘Mental Health Policy Implementation 
Guide: CMHT’ recommends that psychological therapies are routinely 
considered, with the National Institute for Health and Clinical Excellence 
(NICE; 2004, 2009) consistently recommending Cognitive Behavioural 
Therapy (CBT) for anxiety and depression, mental health disorders that are 
highly prevalent in CMHTs.
In recent years, a “third wave” of CBT approaches has been developed, with 
Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 
1999) being the most comprehensively developed and researched. ACT 
looks beyond symptom reduction as evidence of recovery, and towards 
enhancing quality of life as an equally valued outcome. Whilst traditional 
CBT focuses on modifying the form and content of undesirable personal 
experiences, ACT focuses on the context and function of responses (Hayes, 
2004). Hayes (2004) suggests that attempting to control personal emotional 
experiences is itself problematic, and can actually obstruct leading a 
satisfying, meaningful life. It could therefore be speculated that ACT may 
be a suitable approach for people involved with CMHTs who have perhaps 
previously tried different therapeutic interventions with little success.
ACT therefore supports people to create a more meaningful and fulfilling 
life by; a) increase acceptance of undesirable personal experiences (i.e. 
thoughts, feelings, memories etc.) which cannot be controlled, and b) 
increase actions that are in accordance with personal values (Harris, 2009). 
ACT does this by enhancing psychological flexibility through teaching 
mindfulness skills to defuse from and accept painful thoughts, to engage in 
the present moment, clarify personal values, and change behaviours to act 
upon these values.
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The ACT approach therefore aligns with the DoH (2001) ‘The Journey to 
Recovery’ policy which states that the Mental Health System needs to 
support people in whatever way they think is important for their recovery, 
with the widely held definition of personal recovery being “...a way of 
living a satisfying, hopeful, and contributing life even within the limitations 
caused by illness” (Anthony, 1993).
There is a growing evidence-base for the therapeutic benefits of ACT for a 
range of common mental health problems, including depression (Forman et 
a l, 2007), and social anxiety (Dalrymple & Herbert, 2007). Whilst ACT 
does not aim to reduce symptoms, research has found clinical improvements 
for anxiety and depression, in addition to increased life satisfaction and 
reduced functioning difficulties (Forman er a/., 2007).
The current study seeks to evaluate the effectiveness of a pilot ACT Group 
conducted within an urban CMHT setting for people experiencing anxiety 
and/or depression. The ACT Group was evaluated on whether the group was 
effective in achieving key ACT objectives and on indirect improvements in 
anxiety/depression symptoms. A predominantly quantitative approach was 
taken to optimise the validity and reliability of any reported changes; and 
group members’ perspectives were also gathered using a satisfaction 
questionnaire.
The CMHT chose to deliver ACT in a group format^ so more people could 
benefit from this approach. The few existing studies on group interventions 
of ACT have found the approach to be effective for social anxiety (e.g. 
Ossman et a l , 2006) and depression (Zettle & Rains, 1989). However, the 
participants in these studies were recruited from the general population 
through local newspaper advertising. Thus the current study may contribute 
to research into the effectiveness of group provision of ACT by drawing
 ^Individual ACT is also offered at the CMHT
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from CMHT caseloads so that results may be more widely generalisable to
mental health service settings.
Aims
1) Evaluate the usefulness of running an ACT Group approach at the 
CMHT by using self-rated process measures to assess change in core 
ACT principles, and outcome measures to assess depression/anxiety 
symptom improvement.
2) Evaluate participants’ reactions to the ACT Group using a 
satisfaction questionnaire to gather their perceptions and satisfaction 
with the group.
Hypotheses
1) There will be significant improvements in self-ratings from pre­
group to post-group of anxiety/depression symptoms, mindfulness 
skills, and acceptance and actions.
2) Participants will show high satisfaction with the content and delivery 
of the ACT Group.
METHOD
Participants
Participants initially included nine individuals (eight women, one man) 
seeking group therapy for the management of their depression and/or 
anxiety. Individuals were assessed for the ACT Group by one of the 
facilitators following a referral by their CMHT care-coordinators. During 
the assessment the facilitator provided a consent form that explained the 
purpose of evaluating the ACT Group approach and assurance their details 
would be kept confidential, and a request for the individuals to complete 
four measures over the course of the group.
However, of the initial nine participants who completed the pre-group 
measures, one declined to complete the post-group measures, and two
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dropped out at varying points of the group. This left six people who 
completed (mean age 44 years), all of whom were of White-British ethnicity 
(see Table 1).
Participant Gender Age (years) Diagnosis
1 Female 44 Anxiety/Depression
2 Female 39 Generalised Anxiety Disorder
3 Female 33 Anxiety/Depression
4 Female 45 Anxiety/Depression
5 Male 49 Depression
6 Female 53 Anxiety/Depression
Table 1. Participant characteristics 
Measures
One outcome measure and two process measures were incorporated in the 
study. The Hospital Anxiety and Depression Scale (HADS; Zigmond & 
Snaith, 1983) (see appendix A), is a 14-item measure that is used across 
hospital and community settings, consisting of 2 anxiety and depression 
symptom subscales (HADS-A and HADS-D). The HADS-A has the mean 
internal consistency of 0.83, and the HADS-D of 0.82, and both subscales 
have the sensitivity and specificity of approximately 0.80 (Bjelland et a l, 
2002). The HADS scores are expected to decrease following the group.
Process measures: The Five Facet Mindfulness Questionnaire (FFMQ; Baer 
et a l, 2006) (see appendix B) is a 39-item measure of mindfulness skills 
consisting of five subscales (observation, describe, acting with awareness, 
non-judging of inner experience, and non-reactivity to inner experience).
The FFMQ has been found to have adequate to good reliability, with the 
internal consistency for the subscales ranging from 0.75 to 0.91 (Baer et a l, 
2006), and loadings of the five facets on the overall mindfulness construct 
ranging from 0.53 to 0.84, with variance in each facet accounted for by its
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relationships with the other facets ranging from 0.24 to 0.41 (Baer et a l, 
2008).
The Acceptance and Action Questionnaire (AAQ-II; Bond et a/., 2007) (see 
appendix C) is a 10-item measure of experiential avoidance and willingness. 
Berman et a l (2010, p. 110) state that ‘the AAQ-II has been shown to have 
good psychometric properties and good convergent, discriminant, and 
incremental validity’; however the psychometric properties have yet to be 
published. Both the AAQ and FFMQ scores are expected to increase 
following the group.
A 9-item ACT Group Satisfaction Questionnaire (SQ; see appendix D) was 
developed in-line with measure development texts (Barker et a l, 2002) to 
assess participants’ satisfaction with the content and delivery of the group. 
The SQ comprised of 7 likert-style questions, and 2 open questions to elicit 
what participants found most and least useful about the group. The SQ was 
inspected by a clinical psychologist experienced in ACT and group 
therapies to establish the content validity, clarity and structure of the 
questions.
Procedure and Design
The ACT Group consisted of eight weekly two-hour sessions, and was led 
by one academic clinical psychologist (who developed the ACT Group 
session protocol) and one CMHT clinical psychologist. Sessions were 
organised around the 6 core ACT principles of defusion, acceptance, contact 
with present moment, observing the self, values, and committed action. 
These were integrated into the sessions using experiential group exercises 
(e.g. mindfulness), metaphors and home-work to help participants to 
respond more flexibly to distressing content and act more consistently with 
personal values.
Participants were asked to complete three measures in the first and last 
group session to establish pre- and post-treatment data for each participant,
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and the SQ at 6 weeks follow-up. The study was a within group repeated- 
measures design, and fell within the Trust remit of service evaluation 
therefore did not require ethics approval. All client information has been 
anonymised and data kept confidential.
ANALYSIS AND RESULTS
In consideration of the small participant numbers resulting in interval data 
that was not normally distributed, the non-parametric Wilcoxon signed-rank 
test was chosen to analyse change in repeated measurements on the same 
participant group. There was a statistically significant decrease in the 
HADS-A scores from pre-group (median = 15.5) to post group (median = 
15), z =-2, p < .05. There were no other significant results.
There was a trend of small improvements in all four measures when 
inspecting the pre and post group means (see appendix E). However, the 
standard deviations were predominantly large; suggesting the positive 
change in measure scores cannot be reliably established.
Participant
Measures 1 2 3 4 5 6
HADS-D: Pre-group 18 6 16 19 8 14
HADS-D: Post-group 14 7 - 20 10 15
HADS-A: Pre-group 16 11 15 21 15 17
HADS-A: Post-group 15 11 - 20 14 16
AAQ: Pre-group 12 43 18 24 29 20
AAQ: Post-group 20 40 28 27 29 -
FFMQ: Pre-group 80 116 76 82 102 108
FFMQ: Post-group 74 124 76 84 95 114
Table 2. Total measure scores
Results are therefore inspected for individual-level change, which is argued 
to be more important in clinical practice (Long & Hollin, 1995). See Table 2
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for total scores. A decrease in scores on the HADS and increase in scores on 
the AAQ and FFMQ denote improvement in depression/anxiety symptoms, 
mindfulness skills, and acceptance and action.
Single case statistics were not possible due to the lack of norms for the 
measures used in the study, so tentative observations of change on the 
measures and SQ are offered here instead. Full results will be fed back to 
the service, and a presentation given to the service’s psychology locality 
meeting, the evidence for which will be presented in appendix H.
Observations
Four participants’ scores on the HADS-A improved post-group as 
hypothesized, with Participant 3 moving from severe (score range 15-21) to 
moderate (score range 11-14). However, the direction of change in four 
participants’ scores on the HADS-D was opposite to that hypothesized, with 
participant 6 moving from moderate to severe and Only Participant 1 moving 
from severe to moderate. However, the reliability of change and its clinical 
significance is uncertain, as the majority of the participants HADS scores 
only moved by one point.
Three participants’ scores on the AAQ improved post-group as 
hypothesized, with one participant’s scores remaining the same, and one 
participant’s scores decreasing. Three participants’ scores on the FFMQ also 
improved at post-group as hypothesized, with one participant’s scores 
remaining the same, and two participants’ scores decreasing (opposite to 
that hypothesized.)
However, there was noticeable variation within the FFMQ subscale scores 
(see figures 1-6, appendix F for raw scores). Participant 2 and 4 improved 
on four subscales. Participant 1 improved on three subscales. Participant 3 
and 6 improved on two subscales, and Participant 5 improved on one 
subscale. The majority of participants (five) improved on the ‘acting with 
awareness’ subscale in particular.
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However these improvements cannot be established as trends in the data due 
to data being drawn from only two assessment points.
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Figure 1. Participant 1 FFMQ subscale scores
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Figure 2. Participant 2 FFMQ subscale scores
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Figure 4. Participant 4 FFMQ subscale scores
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Figure 6. Participant 6 FFMQ subscale scores
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There was little variability on SQ closed questions (see appendix G for SQ 
results), with all participants reporting high satisfaction in feeling supported 
in the group (Question 2; except for Participant s ,  relating to issues being 
“dug up” for her), that they had gained something from the group (Question
3), that the group helped them to accept their difficulties (Question 4) and 
overall finding the ACT approach helpful (Question 6). However, half of the 
participants reported that they were ‘undecided’ about whether the group 
was pitched at the right level for them, and two participants reported low 
satisfaction on whether the group helped them manage their life more 
effectively (see appendix G).
These lower ratings may relate to the comment themes of finding the 
informational content of sessions too dense and difficult to understand, 
following thematic analysis (Braun & Clarke, 2006) of the SQ open 
question responses. Positive themes included valuing small group work, 
ACT components such as acceptance and commitment, and 
relaxation/mindfulness. Following the group two participants felt ‘better’, 
one felt ‘the same’, one felt ‘different’, and two felt ‘worse’ (however both 
attributed this to events outside of the group).
DISCUSSION
The results will be discussed in the context of the study’s hypotheses.
Hypothesis 1
At group level only anxiety symptoms were found to have had statistically 
significantly improved, with no significant improvements observed in 
depression symptoms, self-ratings of mindfulness, acceptance and action.
Current ACT research has been criticised for not being as methodologically 
stringent as CBT research, therefore it is possible that actual effects sizes are 
not as large as reported, explaining the current study’s non-significant 
findings (Ost, 2008). However, research evidence is mounting for ACT (e.g.
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Powers et al., 2009), and the criticism may more reflect ACT research’s 
relative infancy, rather than the efficacy of the ACT approach itself. 
Additionally, reducing anxiety and depression is not the main aim of the 
ACT approach, which may explain the relatively small improvements 
observed in anxiety and depression symptoms.
The DoH (2001; ‘Treatment choice in psychological therapies and 
counselling: Evidence based clinical practice guideline’, p.35) suggests that 
therapies of 8 sessions or less are ‘unlikely to be optimally effective for 
most moderate to severe mental health problems’. Therefore extending the 
number of sessions for the ACT Group could be considered. Zettle and 
Rains (1989) suggest that group delivery may also reduce the effectiveness 
of ACT compared to individual delivery. However, the high level of need 
for psychological therapies in the NHS may necessitate initial group 
interventions.
Important limitations of the study were the small participant numbers and 
missing data points, which may have challenged the reliability and validity 
of group-level analysis results, therefore limiting the generalisability of the 
findings. In light of this, the service could increase the sample size through 
repeating the procedure with the next ACT Group to increase statistical 
power of analyses, and perhaps utilise a formal control condition to monitor 
for natural improvements over time.
Individual-level statistical analyses were precluded due to lack of norms for 
the measures used. Therefore individual change, which is particularly 
important for clinical practice, is relatively unknown. In light of this 
limitation, future group evaluations would benefit from using measures 
which have established norms, such as the Clinical Outcomes in Routine 
Evaluation Outcome Measure (CORE-OM; Evans et a l, 2000), and be 
completed at multiple points across the intervention to be able to establish 
trends in data.
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Whilst improvements in group-level scores were not significant in the 
process measures, there were patterns that suggested half of the participants 
improved in acceptance/action with personal experiences and general 
mindfulness skills, with all participants improving in at least one 
mindfulness skill. Therefore, for at least half of the participants, there 
appeared to be an increased willingness to perform actions and experience 
thoughts/feelings previously avoided, independent of depression/anxiety 
symptom improvement.
Therefore to a certain extent the ACT group achieved ACT’s aim to 
increase psychological flexibility in engaging with the present moment and 
accepting undesirable personal experience. Some of the participants were 
able to “achieve broader therapeutic gains” independent of 
depression/anxiety symptom improvement, in-line with other research 
findings (Ossman a l, 2006, p.411). However, these interpretations are 
presented tentatively in view of the non-significant findings, also 
particularly noting the AAQ’s psychometric properties are yet to be 
formally established.
Hypothesis 2
The SQ yielded predominantly high satisfaction with the ACT Group, with 
comments regarding small group work and certain components (e.g. 
mindfulness) of the ACT approach as useful. However, it was sometimes 
unclear whether it was the group context (e.g. group cohesiveness; Yalom & 
Rand, 1966) rather than the ACT approach that was being rated. There were 
also comments of feeling overwhelmed or confused by informational 
content of ACT Group sessions. This could suggest a presence of social 
desirability in the positive satisfaction ratings, but also that little 
improvement in measures may reflect how ACT was delivered, rather than 
the ACT approach itself.
Responses suggest that the academic facilitator’s more theory-oriented 
approach may have not suited a client group that is often difficult to engage.
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Regardless of the potential limitation of the SQ, it elicited useful feedback 
and insight into participants’ perspectives of the ACT Group, which would 
have been lost if only outcome/process measures had been used.
Conclusions
The pilot ACT Group was a creative initiative and joint venture between an 
academic clinical psychologist and a CMHT clinical psychologist to 
broaden choice of interventions for those with moderate to severe mental 
health problems. Whilst improvements in symptoms and ACT processes 
were non-significant, the patterns observed tentatively corroborate ACT’s 
approach in increasing mindfulness and willingness to perform previously 
avoided actions, independent from symptom improvement for half of the 
participants.
The format of the ACT Group has since been adapted by the facilitators to 
better suit the client group following SQ feedback by:
• Revising session material so less academic language is used.
• Increasing experiential exercises so delivery is less dyadic and 
theory-focused.
• Including small group work in every session.
• Covering content at a slower pace with less covered in each session.
Further to research suggestions already made, future evaluations would 
benefit from expanding on qualitative feedback (such as using an interview 
format) alongside standardised measures. This would gather richer 
information of participant perspectives, increase understanding of variances 
in scores, and of underlying change processes in the ACT approach. The 
latter of which is still relatively under-researched in treatment evaluation 
studies (Block & Wulfert, 2000).
Helena Kaiiniecka - Portfolio Volume 1 115
RESEARCH DOSSIER Service Related Research Project
REFERENCES
Anthony, W. A. (1993). Recovery from mental illness: The guiding vision 
of the mental health service system in the 1990s. Psychosocial 
Rehabilitation Journal, 7 6(4), 11-23.
Baer, R. A., Smith, G. T., Lykins, E., Button, D., Krietemeyer, J., Sauer, S., 
et a l (2008). Construct validity of the Five Facet Mindfulness 
Questionnaire in meditating and nonmeditating samples. Assessment, 15(3), 
329-342.
Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). 
Using Self-Report Assessment Methods to Explore Facets of Mindfulness. 
Assessment, 73(1), 27-45.
Barker, C., Pistrang, N. & Elliott, R. (2002). Research Methods in Clinical 
Psychology: An Introduction for Students and Practitioners (2"  ^ edn). 
England: John Wiley & Sons.
Berman, N. C., Wheaton, M. G., McGrath, P., & Abramowitz, J. S. (2010). 
Predicting anxiety: The role of experiential avoidance and anxiety 
sensitivity. Journal o f Anxiety Disorders, 24(1), 109-113.
Bjelland, I., Dahl, A. A., Haug, T. T., & Neckelmann, D. (2002). The 
validity of the Hospital Anxiety and Depression Scale: An updated literature 
reviQW. Journal o f Psychosomatic Research, 5 2{2), 69-17.
Block, J. A., & Wulfert, E. (2000). Acceptance or change: Treating socially 
anxious college students with ACT or CBGT. The Behavior Analyst Today, 
7(2), 1-55.
Bond, F. W., Hayes, S. C., Baer, R. A., Carpenter, K., Orcutt, H. K., & 
Zettle, R. D. (2007). Preliminary psychometric properties of the acceptance
Helena Kaiiniecka - Portfolio Volume 1 116
RESEARCH DOSSIER Service Related Research Project
and action questionnaire—IL A revised measure of psychological 
flexibility. Manuscript submitted for publication.
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 5(2), 77-101.
Dalrymple, K. L., & Herbert, J. D. (2007). Acceptance and commitment 
therapy for generalized social anxiety disorder: A pilot study. Behavior 
Modification, 57(5), 543-568.
Department of Health (2002). Mental Health Policy Implementation Guide: 
Community Mental Health Teams. London: HMSO.
Department of Health (2001). Treatment choice in psychological therapies 
and counselling: Evidence based clinical practice guideline. London: 
HMSO.
Department of Health (2001). The Journey to Recovery, CondiOm HMSO.
Evans, C., Mellor-Clark, J., Margison, F., Barkham, M., McGrath, G., 
Connell, J. & Audin, K. (2000) Clinical Outcomes in Routine Evaluation: 
The CORE-OM. Journal of Mental Health, 9, 247-255.
Forman, E. M., Herbert, J. D., Moitra, E., Yeomans, P. D., & Geller, P. A. 
(2007). A randomized controlled effectiveness trial of acceptance and 
commitment therapy and cognitive therapy for anxiety and depression. 
Behavior Modification, 57(6), 772-799.
Harris, R. (2009). Act Made Simple: An Easy-to-Read Primer on 
Acceptance and Commitment Therapy. New Harbinger Publications, U.S.
Helena Kaiiniecka - Portfolio Volume 1 117
RESEARCH DOSSIER Service Related Research Project
Hayes, S. C. (2004). Acceptance and Commitment Therapy, Relational 
Frame Theory, and the Third Wave of Behavioral and Cognitive Therapies. 
Behavior Therapy, 55(4), 639-665.
Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999). Acceptance and 
commitment therapy: An experiential approach to behavior change. New 
York, NY US: Guilford Press.
Long, C. G. & Hollin, C. R. (1995). Single Case Design: A critique of 
methodology and analysis of recent trends. Journal o f Clinical Psychology 
and Psychotherapy, 2(3), 111-191.
National Institute for Health and Clinical Excellence (2009). Depression: 
the treatment and management o f depression in adults. London, UK: 
National Institute for Health and Clinical Excellence.
National Institute for Health and Clinical Excellence (2004). Anxiety: 
management o f anxiety (panic disorder, with or without agoraphobia, and 
generalised anxiety disorder) in adults in primary, secondary and 
community care. London, UK: National Institute for Health and Clinical 
Excellence.
Ossman, W. A., Wilson, K. G., Storaasli, R. D., & McNeill, J. W. (2006). A 
preliminary investigation of the use of Acceptance and Commitment 
Therapy in a group treatment for social phobia. International Journal o f 
Psychology & Psychological Therapy, 6(3), 397-416.
Ost, L. (2008). Efficacy of the third wave of behavioral therapies: A 
systematic review and meta-analysis. Behaviour Research and Therapy, 
46(3), 296-321.
Helena Kaiiniecka - Portfolio Volume 1 118
RESEARCH DOSSIER Service Related Research Project
Powers, M. B., Zum Vôrde Sive Vôrding, M. B., & Emmelkamp, P. M. G. 
(2009). Acceptance and commitment therapy: A meta-analytic review. 
Psychotherapy and Psychosomatics, 78(2), 73-80.
Wilson, K. G., Sandoz, E. K., Kitchens, J., & Roberts, M. E. (in press). The 
Valued Living Questionnaire: Defining and measuring valued action within 
abohsiYÏOTaiframQwork. The Psychological Record.
Yalom, I. D., & Rand, K. (1966). Compatibility and cohesiveness in therapy 
groups. Archives o f General Psychiatry, 15(3), 267-275.
Zettle, R. D., & Rains, J. C. (1989). Group cognitive and contextual 
therapies in treatment of depression. Journal o f Clinical Psychology, 45(3), 
436-445.
Zigmond, A. S., & Snaith, R. P. (1983). The Hospital Anxiety and 
Depression Scale. Acta Psychiatrica Scandinavica, 67(6), 361-370.
Helena Kaiiniecka - Portfolio Volume 1 119
RESEARCH DOSSIER Service Related Research Project
Appendix A. HADS
A 1 feel tense or 'wound up': D 1 feel as if 1 am slowed
Most of the time 3 down: 3
A lot of the time 2 Nearly all the time 2
From time to time (occ.) 1 Very often 1
Not at all 0 Sometimes 0
1 still enjoy the things 1 Not at all
D used to  enjoy: A 1 get a sort of frightened
Definitely as much 0 feeling like "butterflies"
Not quite as much 1 in the stomach: 0
Only a little 2 Not at all 1
Hardly at all 3 Occasionally 2
A 1 get a sort of frightened Quite often 3
feeling as if something Very often
awful is about to happen: D 1 have lost interest in my
Very definitely and quite 3 appearance:
badly 2 Definitely 3
Yes, but not too badly 1 1 don't take as much care 2
A little, but it doesn't worry 0 as 1 should 1
me 1 may not take quite as 0
Not at all much care
D 1 can laugh and see the 1 take just as much care
funny side of things: A 1 feel restless as 1 have to
As much as 1 always could 0 be on the move:
Not quite so much now 1 Very much indeed 3
Definitely not so much now 2 Quite a lot 2
Not at all 3 Not very much 1
A Worrying thoughts go Not at all 0
through my mind: D 1 look forward with
A great deal of the time 3 enjoyment to things:
A lot o f  the time 2 As much as 1 ever did 0
From time to time, but not 1 Rather less than 1 used to 1
often 0 Definitely less than 1 used 2
Only occasionally to 3
D 1 feel cheerful: Hardly at all
Not at all 3 A 1 get sudden feelings of
Not often 2 panic: 3
Sometimes 1 Very often indeed 2
Most of the time 0 Quite often 1
A 1 can sit at ease and feel Not very often 0
relaxed: Ô Not at all
Definitely 1 D 1 can enjoy a good book
Usually 2 or radio/TV program:
Not often 3 Often 0
Not at all Sometimes 1
Not often 2
Very seldom 3
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Appendix B. FFMQ
Please rate each of the following statem ents using the scale provided. Write the 
number in the blank that best describes vour own opinion of what is generallv 
true for vou .
1 2 3 4 5
never or very 
rarely true
Rarely true Sometim es
true
Often true very often or 
always true
 1. When I'm walking, I deliberately notice the sensations of my body moving.
 2. I'm good at finding words to describe my feelings.
_ _  3. I criticize myself for having irrational or inappropriate emotions.
 4. I perceive my feelings and em otions without having to react to them.
 5. When I do things, my mind wanders off and I'm easily distracted.
6. When I take a shower or bath, I stay alert to  the sensations of water on my 
body.
 7. I can easily put my beliefs, opinions, and expectations into words.
 8. I don't pay attention to what I'm doing because I'm daydreaming,
worrying, or otherwise distracted.
_ _  9. I watch my feelings without getting lost in them.
 1 0 . 1 tell myself I shouldn't be feeling the way I'm feeling.
 1 1 . 1 notice how foods and drinks affect my thoughts, bodily sensations, and
emotions
 12. It's hard for me to find the words to describe what I'm thinking.
 1 3 . 1 am easily distracted.
   1 4 . 1 believe som e of my thoughts are abnormal or bad and I shouldn't think
that way.
   1 5 . 1 pay attention to sensations, such as the wind in my hair or sun on my
face.
 1 6 . 1 have trouble thinking of the right words to express how I feel about
things
  1 7 . 1 make judgments about whether my thoughts are good or bad.
  1 8 . 1 find it difficult to stay focused on what's happening in the present.
  19. When I have distressing thoughts or images, I "step back" and am aware
of the thought or image without getting taken over by it.
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 2 0 . 1 pay attention to sounds, such as clocks ticking, birds chirping, or cars
passing.
 21. In difficult situations, I can pause without immediately reacting.
_ _  22. When I have a sensation in my body, it's difficult for me to describe it 
because I can't find the right words.
   23. It seem s I am "running on automatic" without much awareness of what
I'm doing.
 24. When I have distressing thoughts or images, I feel calm soon after.
 2 5 . 1 tell myself that I shouldn't be thinking the way I'm thinking.
 2 6 . 1 notice the smells and aromas of things.
 27. Even when I'm feeling terribly upset, I can find a way to put it into words.
 2 8 . 1 rush through activities without being really attentive to them.
 29. When I have distressing thoughts or images I am able just to notice them
without reacting.
 3 0 . 1 think som e of my em otions are bad or inappropriate and I shouldn't feel
them.
 3 1 . 1 notice visual e lem ents in art or nature, such as colors, shapes, textures,
or patterns of light and shadow.
 32. My natural tendency is to put my experiences into words.
 33. When I have distressing thoughts or images, I just notice them and let
them go.
 3 4 . 1 do jobs or tasks automatically without being aware of what I'm doing.
■ 35. When I have distressing thoughts or images, I judge myself as good or
bad, depending what he thought/image is about.
  3 6 . 1 pay attention to how my emotions affect my thoughts and behavior.
 ___3 7 . 1 can usually describe how I feel at the mom ent in considerable detail.
  3 8 . 1 find myself doing things without paying attention.
 3 9 . 1 disapprove of  myself when I have irrational ideas.
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Appendix C. AAQ-II
Below you will find a list o f  statements. Please rate how true each statem ent is 
for you by circling a number next to  it. Use the scale below to make your 
choice.
never
true
very
seldom
%;:true-:y;
seldom
true
som etim es frequently
::::ÿ::::true::::.:
almost
always
always
true
1. Its OK if I remember something unpleasant.
2. My painful experiences and memories make it 
difficult for me to live a life that I would value.
3. I'm afraid of my feelings.
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 74. I worry about not being able to control my 
worries and feelings.
5. My painful memories prevent me from having a ^  2 3 4 5 6 7
fulfilling life.
6. I am in control of  my life. 1 2 3 4 5 6 7
7. Emotions cause problems in my life.
8. It seem s like most people are handling their 
lives better than I am.
9. Worries get in the way of my success.
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
10. My thoughts and feelings do not get in the way 1 2 3 4 5 6 7 
of how I want to live my life.
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Appendix D. SQ
The ACT group is a new addition to the  CMHT Group Programme. We are still in the  
process of evaluating how useful it is and we would rhuch appreciate your com ments so 
we can improve and develop the  programme. Please indicate to w hat extent each 
question is t rue  for you by placing a tick in one box for each question.
No,
definitely
no t
No, no t 
really
Un­
decided
Yes, a 
bit
Yes,
definitely
1. Did you think the  group was 
pitched a t the  right level for you? □ □ □ □ □
2. Did you feel supported  in the 
group? □ □ □ □ □
3. Do you feel you have gained 
something from the  group? □ □ □ □ □
4. Do you think the  group has 
helped you to  accept your 
difficulties?
□ □ □ □ □
5. Do you think the  group has 
helped you to manage your life more 
effectively?
□ □ □ □ O'
6. Overall, have you found the  ACT 
approach helpful? □ □ □ □ □
7. After attending the  group, do you now feel;
□ Alot worse □ Worse □ the Same □ Better □ Alot Better
If you feel worse, is this because of events outside of the  group D Y e s  □  No 
If yes, would you mind telling us w hat they were w ere?
8. What did you find the  m o s t / leas t  useful in the  group?
9. Any o ther  com m ents?
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Appendix E. Group means
Pre-Group Post-Group
Measure Mean Std.
Deviation
Mean Std.
Deviation
HADS-D 13.5 536 11* &99
HADS-A 15.83 335 15.2 337
AAQ 24.33 10.78 28 8 7.19
FFMQ Total 94 16.78 943 20.61
Subtests
Observation 20.17 6.11 20 63
Describe 21.17 7.86 20.17 838
Act with 16.5 5.47 18.5 5
Awareness 20,83 5.71 18.83 5.95
Non-judge
Non-react
15.33 3.5 17 435
1 < probable presence of psych, distress)
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Participant
FFMQ Subscale 1 2 3 4 5 6
Observe-1* 13 18 14 23 28 25
Observe -2* 18 21 11 17 24 29
Describe -1* 10 28 18 18 21 32
Describe - 2* 9 29 14 21 17 31
Awareness -1 * 15 25 12 10 17 20
Awareness - 2* 16 26 18 13 15 23
Non-judging -1* 31 24 16 18 19 17
Non-judging -2* 19 27 9 19 22 17
Non-reactivity -1 * 11 21 16 13 17 14
Non-reactivity -2* 12 21 24 14 17 14
=1 = pre-group 2 = post-group
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Appendix H. Anonymised Evidence of service feed-back (Email)
Thank you Helena, and thank you for presenting it to the Locality 
Team.
wbw
Sarah
Dr. Sarah Jones
Consultant Lead Clinical Psychologist & Interim Therapies Lead 
Adult Mental Health Services 
NHS Foundation Trust
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Qualitative Research Project Abstract
June 2010
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Objectives: This qualitative research study investigated how breast- and 
formula-feeding are presented in the National Health Service (NHS) 
literature for mothers, to see whether the two choices are differently 
constructed and positioned. Literature reviewed suggested discourses 
around newborn feeding have a powerful influence on how mothers socially 
construct themselves as mothers, and on the social actions they perform. So 
how is the NHS socially constructing feeding newborn babies?
Method: Prevailing discourses that may influence mothers’ positions and 
responsibilities around infant-feeding were analysed in the ‘Feeding Your 
Baby’ section of a NHS information booklet (‘The Pregnancy Book’; 
Department of Health, 2009). Foucauldian Discourse Analysis was 
undertaken, as it addresses issues of power and ideology (Powers, 2007).
Findings: Dominant discourses found focused on the benefits of breast­
feeding and the legitimacy of these (e.g. health benefits to the baby and 
mother, bonding/attachment between mother and baby, medical discourse), 
whilst degenerating formula milk feeding (Breast milk vs. formula milk , 
problem solving vs. threat). These discourses imply an action orientation 
where breast-feeding is superior, positioning the mother who does not 
breastfeed as doing so at the cost of her baby’s physical and psychological 
wellbeing. A dichotomous subjectivity was identified (the moral breast­
feeding mother vs. the amoral formula-feeding mother).
Conclusion/Implications: Despite the conflicting evidence as to whether 
breast-feeding is superior to bottle feeding from the perspective of physical 
and psychological wellbeing, it can be concluded from this study that NHS 
literature has taken a clear position that ‘breast is best’. The implications of 
the dichotomous subject positions around infant-feeding are discussed.
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Coping with the Process of Forced Resettlement: A 
Qualitative Approach with Somali Refugee Young 
People and Front-Line Services
Major Research Project
June 2012
Year 3
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Ifeel like you writing this... you never forget it, and you tell someone 
else...this is what happened, this is going on, and just think, i t’s not right, 
so you have to fix  it... So the only thing that I ’m going to say to the 
people is just, i f  we just hold our hands together, do help everyone, then 
we can fix  the whole world, and no one can stop us.
Hassan (15 years old)
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Abstract
Introduction: Somali refugees are one of the biggest refugee groups in the 
UK. Existing research suggests refugee young people are at increased risk 
of psychological distress and problems but under-utilise mental-health 
services. Despite these concerns, experiences of forced resettlement from 
Somali refugee young people’s and front-line services’ perspectives are 
under-researched.
Objective: This study aims to address the following research question with 
Somali accompanied refugee young people (SARYP): ‘How do
accompanied refugee young people from Somalia negotiate and interpret 
the process of forced resettlement?’.
Method: A  qualitative methodology employing semi-structured interviews 
was used. Four girls and one boy aged 13-19 years old, who had 
experienced forced resettlement from Somalia and were accompanied by a 
family member to the UK, were interviewed. The interviews were analysed 
using interpretative phenomenological analysis. A focus group was also 
conducted with four front-line service professionals who had experience of 
working with SARYP. The focus group was analysed using thematic 
analysis.
Results: Five master themes emerged from the interviews: (1) ‘Pre­
migration: Threat as ever-present’, (2) ‘Forced resettlement as affecting 
interpersonal connections, attachments, and roles’, (3) ‘Forced resettlement 
as negotiating difference: Struggles to develop sense of self, (4) ‘Individual 
coping strategies: ‘Being strong’ - Reframing for sense of control and 
agency’, and (5) ‘Coping within relationships, communities and contexts’. 
Seven master themes also emerged from the focus group.
Discussion: Themes are discussed in the context of existing research and 
theory. Clinical practice, service development and policy implications,
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limitations of the present study, and suggestions for future research, are also 
considered.
Conclusion: Findings suggest that whilst SARYP adopt active coping 
strategies in managing multiple adjustment difficulties throughout the 
process of forced resettlement, expression of their distress and their wish for 
support from others is concealed. The role of self-agency and availability of 
supportive others were central to facilitating coping for SARYP during this 
process.
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1. INTRODUCTION
1.1 Orientation to Thesis
The UK hosts one of the largest Somali refugee cornmunities in Europe. 
Somalia consistently remains in the top 10 of countries from which people 
are seeking asylum in the UK (Information Centre about asylum and 
refugees [ICAR] Briefing, 2007). From 2007 to 2008 applications for 
asylum in the UK had risen by 10 per cent, with the provisional number of 
citizenship decisions made in 2008 standing at 138,780 (‘2009 Global 
Trends’, Office of the United Nations High Commissioner for Refugees 
[UNHCR], 2010). 41% of the refugee population worldwide is under 18 
years old (UNHCR, 2010).
Substantial research has suggested that the experiences of threats to safety, 
loss, and difficulties adjusting to a host country leads to increased risk of 
psychological distress and disorders in refugee children and young people^ 
(RYP) (e.g. Lustig et al, 2004). Other research has found successful 
adaptation and low rates of psychological disorder symptoms (Silove, 
2001). Many RYP do not access mental health services (MHS) (Michelson 
&Sclare,2009).
RYP’s conceptualisations and meaning-making of their experiences remain 
under-researched, and may be important in helping to develop effective 
preventative and reactive services upon their resettlement in the UK.
1.2 Overview
This introduction will begin with a brief overview of current understandings 
of RYP’s experiences. Existing RYP mental health literature will then be 
reviewed and discussed, linking into a wider debate regarding 
conceptualisation of mental health, refugee experiences and MHS. 
Literature on Somali refugees will be drawn on throughout. Critique of the
From here on the term ‘young people’ will define both children and adolescents.
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existing literature, and the gaps that the researcher believes to exist will be 
identified and a rationale given for the current study.
1.3 The Somali Refugee Experience
A refugee is defined by the Convention and Protocol Relating to the Status 
of Refugees (UNHCR, 2007, pp.6) as a person who;
“is outside his or her country o f nationality...has a well-founded fear o f  
persecution because o f his or her race, religion, nationality, membership 
o f a particular social group, or political opinion; and is unable or 
unwilling to avail himself or herself o f the protection o f  that country... ”
Stages o f Forced Resettlement to the UK -  Contextualising Somali RYP*s 
experiences
Forced resettlement refers to the movements of refugees and internally 
displaced people as a result of armed conflict, persecution, or famine. Hart 
(2009) suggests that RYP experience three different transitions during 
forced resettlement: pre-migration, migration, and post-migration. Lustig et 
al. (2004) suggest refugees experience an insidious accumulation of 
numerous losses and threatening events across these experiences, with 
separation from family members common across the process of forced 
resettlement.
Somalia belongs to a region of the world which is plagued by political 
upheaval and civil wars (UNHCR, 2012). Since 1991 Somali has not had a 
central government, with conflict arising between the Transition Federal 
Government and Islamist insurgents in the central and southern regions. 
Around 146 million people are internally displaced, experiencing violations 
of human rights, xenophobia, lack of food, and violence (UNHCR, 2012).
Forced migration routes are predominantly via neighbouring countries 
Kenya and Ethiopia, with people often experiencing separation from family, 
poor living conditions, lack of security and discrimination. Further
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separations are experienced on migrating to the UK, where upon 
resettlement (post-migration) refugees can experience adaptation difficulties 
to a new culture and language, loss of relationships and employment, 
widespread discrimination and poor living conditions (e.g. Lustig e/ a/., 
2004).
1.4 Mental Health in Refugee Young People and Engagement in 
Services
Hodes (2000) estimates up to 40% of RYP experience mental health 
problems. Post-traumatic stress disorder (PTSD) is the most researched, 
followed by anxiety and depression. When applying the most stringent 
criteria, 11% of RYP in Western countries were diagnosed with PTSD 
(compared to up to 50% if non-stringent), which is double the rate found in 
non-refugees (Ehntholt & Yule, 2006; Fazel et a l, 2005). Comparable rates 
of anxiety and depression have also been found among RYP, ranging from 
11% to 47% (e.g. Montgomery, 2010). Hepinstall et a l (2004) found that 
RYP’s depression was linked to resettlement stressors, whilst PTSD was 
linked to pre-migration events. Some RYP mental health difficulties have 
been found to endure over many years (e.g. Sack et a l, 1999). However 
findings suggest substantial ethno-cultural variation in rates of mental 
health problems and RYP experience numerous symptoms which challenges 
the concept of a single disorder (Montgomery & Foldspang).
Risk Factors
Trauma Experiences
Large scale quantitative studies of Somali adult refugees in the UK and 
USA found a ‘dose-effect’ of cumulative traumatic experiences in the 
development of depression, anxiety and PTSD (Bhui et a l, 2003; Jaranson 
et a l, 2004; Halcon et a l, 2004). These findings are consistent with the 
wider literature on refugees (e.g. Montgomery, 2010).
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Resettlement Stressors
Bhui et al "s (2003) research suggested that Somali refugees who had lived 
in the UK for longer experienced greater levels of mental health problems 
and suicidality than new arrivals. Secondary stressors in post-migration 
factors are associated with increased psychological distress (Ehntholt & 
Yule, 2006), depression (Sack et a l, 1996), and PTSD severity (Ellis et a l, 
2008), and as equally important in predicting mental health problems as pre­
migration factors (Schweitzer et a l, 2006).
Family and Social Factors
De Haene et a l (2007) found that the family buffers or exacerbates the 
impact of trauma and resettlement experiences through relational processes 
(e.g. RYP’s mental health problems associated with parental trauma; 
Montgomery & Foldspang, 2006). Separation from caregivers has been 
associated with poor mental health outcomes (Derluyn et a l, 2009).
Experiences of discrimination and difficulties with integrating and adapting 
to resettlement countries also impact on Somali RYP mental health (Ellis et 
a l , 201 Ob, 2008). Discrimination is explored further in section 1.6.
Gender and Age
Somali refugees of an older age (early 20s) and/or female gender were 
found to have higher levels of social and psychological problems (Halcon et 
a l, 2004). In contrast, Hodes e/ al (2008) found greater PTSD symptoms 
with younger age. Somali girls have also been found to struggle more with 
discrimination and adjustment due to being more commonly seen as 
‘keepers of culture’ (Ellis et a l, 2010b).
Engagement in Mental Health Services
Interventions Offered
Within the MHS, RYP are often offered interventions which are evidence- 
based on settled Western populations of young people (e.g. Cognitive 
Behavioural Therapy). Evaluative research on the adequacy and efficacy of
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these for RYP is limited, with existing studies utilising small sample sizes 
and few randomised controlled trials (e.g. Ehntholt & Yule, 2006).
Barriers
Low numbers of Somali refugees are accessing UK MHS (Palmer, 2006), 
with underutilization found in RYP in general (Hodes, 2000). Numerous 
factors have been suggested in research, such as language barriers, and 
stigma (e.g. Murphy et a l, 2002; Tribe, 2002), however barriers remain 
largely non-understood.
Lack of cultural fit of MHS with RYP in terms of access and expression of 
mental health has often been cited (Barenbaum et a l, 2004; de Anstiss et 
a l, 2009). Smith a/.’s (2011) meta-analytic review found that culture- 
specific adaptations were four times more effective than multi-ethnic 
generalised approaches, suggesting culture has substantial impact on ways 
of managing mental health.
Ellis et al. (2010a) mixed methods study with Somali RYP demonstrated a 
tension between Somali RYP’s strategies in seeking help for emotional 
difficulties (focusing on school and friends who linked up to MHS) and the 
Somali community seeking help for behaviours that conflicted with 
religious and cultural values (through family and religious leaders). Fear of 
being negatively stereotyped due to the rapid sharing of verbal information 
in the community, and a fear of not being understood, meant that many RYP 
in this study chose to conceal their problems. However some were receptive 
to counselling at school by non-mental health professionals, with help from 
MHS conveyed as outside of their cultural norms. Additional barriers 
identified were the lack of cross-over between the community and school in 
linking RYP to support, with divergent views on what would be helpful.
There is therefore a potential lack of match between the priorities and 
interventions of MHS and the different stakeholders in refugee populations. 
The feasibility and usefulness of clinic-based MHS has been questioned by
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Miller (1999). Flexible multi-agency working has been found to increase 
engagement in and acceptability of MHS, supporting RYP’s broader needs 
in school-based projects (e.g. Chiumento et ùL, 2011). Despite their 
suggested integral role, only two studies (in the researcher’s knowledge) 
have explored front-line service professionals’ (e.g. educational and charity 
staff) experiences and perspectives (Amot et a l, 2009; Yohani, 2010).
1.5 Limitations of a Narrow Research Focus on Understanding Mental 
Health
The Problem-Focused Biomedical Model
Positivist epistemology asserts that mental illness is trans-cultural, whereas 
social constructionist perspectives asserts that it is culturally-specific, 
focusing on the cross-cultural variation (de Anstiss et a l, 2009). Minas and 
Silove (2001) suggest that cultural factors pervade all levels of mental 
health, from conceptualisation and manifestations to community responses 
and help-seeking approaches.
Conducting a literature review revealed how research into the experiences 
of refugees is dominated by a focus on trauma, in particular PTSD. A 
number of studies have highlighted the importance of a diagnosis of PTSD 
in understanding and treating young RYP (e.g. Hodes, 2000). Other 
literature criticises the PTSD framework for being over-simplistic and 
culturally inappropriate (Montgomery & Foldspang, 2006). Whilst reviews 
have suggested evidence for cross-cultural validity for PTSD (e.g. Hinton & 
Lewis-Fernandez, 2010), variability in symptoms, the individual focus, the 
ignoring of trauma cultural expressions and the totality of a person’s 
experiences are still proposed as issues with this conceptualisation (Miller & 
Rasco, 2004).
Psychological and psychiatric research investigating refugees’ experiences 
has been criticised as being “...based largely on a western biomedical model 
which focuses on the psychological sequelae of trauma”, which does not 
allow for descriptions of post-traumatic growth, resilience, or more
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developmental understandings of trauma (e.g. Khawaja et a l, 2008, 
pp.490). Yule (2002) emphasises that many RYP demonstrate good 
adjustment.
This calls into question the suitability of the dominant individualist, 
professionally-defined biomedical models in mental health research and 
practice with the refugee population. Their underrepresentation in the NHS 
MHS may reflect refugee communities’ differential conceptualisations of 
their experiences of transition, resettlement and distress (Webster & 
Robertson, 2007). In trauma research RYP are often: “...portrayed as passive 
recipients only, and not as active survivors” (Summerfield, 1999, p. 1456). 
MHS and research can potentially perpetuate power hierarchies through 
focusing on symptom amelioration, which undermine the strengthening of 
community and traditional sources of support and resilience (Miller & 
Rasco, 2004; Summerfield, 1999). A report by Harris (2004, pp. 13) on the 
Somali community in the UK critiques existing research:
“The agenda...is determined from the outset - to identify difficulties 
and suggest solutions...Somalis are presented in terms o f the obstacles 
they face, as 'problems’, or victims o f circumstance. Indigenous 
Somali culture expects a high degree o f self-reliance from both men 
and women within the context o f accepted relationships o f authority, 
so this investigative angle flies in the face o f an ideal Somali self­
perception rather than acting as an agent o f empowerment.”
Therefore greater attention needs to be paid to cultural contexts and beliefs 
regarding mental health and well-being (Lustig, 2010) so as to not provide 
interventions which conflict with pre-existing coping strategies (Jeppsson & 
Hjem, 2005).
Quantitative Methods
Studies are dominated by the use of positivist quantitative methodologies 
(due to their biomedical and psychopathological orientations; Silove, 2001),
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which make a-priori assumptions about which variables are relevant to 
assess, and do not explore the processes by which refugees interpret, 
negotiate and utilise these variables. Whilst these studies have been useful 
in examining some factors relevant to refugees’ experiences (e.g. socio­
economic factors relationship with psychological disorders; Hodes et a l, 
2008) they provide only a narrow description of complex phenomena.
Cross-cultural validity of measures have also been called into question, with 
Western values and norms, difficulties with language, category fallacy and 
non-equivalence of concepts affecting their utility, validity and reliability 
(Hollifield et a l, 2002; Tempany, 2009). Therefore reliance on quantitative 
methods in developing our knowledge of how to understand and support 
refugees’ experiences in our mental health practice is limited.
Time Periods Explored
Research predominantly focuses on the pre-migration or post-migration 
phases, ignoring thé temporal nature and transitional factors inherent in 
refugee experiences (Khawaja et a l, 2008). Lustig et a l (2004) proposes 
that each phase has its own set of challenges. Pre- and post-migratory 
stressors can create a ‘dose-effecf in developing mental health problems 
(Montgomery, 2010; Silove et a l, 2005), with new adverse experiences 
potentially re-triggering earlier traumatic experiences and challenging 
coping strategies (Fynoos et a l, 1999). Fazel et a l (2011) therefore stress 
the importance of understanding RYP’s experiences as a whole and a 
process rather than an event.
1.6 A Deeper Consideration of the Wider Context and Broader 
Understandings of Mental-Health
Adjustment and Acculturation
Ellis et fl/.’s (2008) US quantitative study with 135 Somali RYP found that 
perceived discrimination, acculturative and post-migration stressors were all 
associated with PTSD symptoms. These factors need to be considered for 
RYP to benefit from psychological therapies.
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The most commonly referred to theory in refugee research, following 
biomedical conceptualisations, is acculturation theory (changes in two 
cultural groups when they make contact with each-other; Berry, 2001). 
Studies with RYP often used highly structured interviews, focusing on post­
migration experiences, and heavily drawing from acculturation theory to 
interpret how they have adapted to life in their resettlement country (Poppitt 
& Frey, 2007; Gibson, 2002). Many studies have indicated that adjustment 
to a new culture through integration is the most adaptive, whilst 
marginalisation is the least (e.g. Sam & Berry, 1995). Research suggests that 
RYP acculturate faster than their parents, which can place strain on the 
family and contribute to experiences of acculturative stress (Lustig et a l, 
2004).
However, acculturation theory has been criticised for oversimplifying 
experiences of ethnic minorities by relying on a-priori assumptions about 
cultural difference rather than the careful study of the populations involved, 
and ignoring wider socio-economic factors and processes beyond culture 
(Hunt et a l, 2004). The host cultures themselves can also consist of multiple 
fluctuating communities (Kovacev & Shute, 2004). For example, Polek et 
al (2010) found differences in perceived discrimination between immigrant 
groups depending on the host society’s hierarchy of favoured groups (e.g. 
due to cultural similarity and visibility). The majority of acculturation 
studies also focus on behavioural acculturation, providing a narrow picture 
of multidimensional biculturalism (Schwartz et a l, 2010).
Schwartz e/ al. (2010) suggest that acculturation should be conceptualised 
as multilevel, with perceptions of the refugees, the immigration history of 
the resettlement country, and degree of discrimination experiences also 
heavily impacting on acculturative stress.
Discrimination, Belonging, Gender and Identity
Somali RYP experience discrimination against multiple levels of their social 
identity, and are particularly targeted compared to other ethnic groups
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(especially girls) due to their refugee status, Muslim faith, gender roles and 
black ethnicity (Dion, 2001; Ellis et a l, 2008).
Two quantitative US studies with Somali RYP found that discrimination 
was associated with poorer mental health outcomes, and depression in 
particular (Ellis a l, 2010b, 2008). Ellis et a l's  (2010b) mixed-methods 
study found gender differences, with reduced discrimination and mental 
health problems experienced by girls through greater acculturation with 
Somali culture (e.g. wearing the headscarf as an act of claiming Muslim 
identity), and the boys experiencing the same outcomes through greater 
acculturation with American culture. Further gender differences were found 
by Guerin et a l (2003), where Somali girls appeared to experience more 
difficulties through feeling more divided between the two cultures.
Ellis et a l 's (2010b) study suggests that personal meaning-making of their 
social identity moderates the correlation between mental health and 
discrimination. Acculturation and post-migration stressors are suggested to 
complicate the achieving of normal adolescent developmental tasks (i.e. a 
cohesive sense of identity), with Valentine and Sporton’s (2009) qualitative 
study with 50 Somali RYP finding self-identity positions varied according 
to context and time (e.g. ‘British’, ‘Somali’ and ‘Muslim’). Sense of identity 
is therefore suggested to be a fluid central tenant in RYP’s experiences
Kia-Keating and Ellis’ (2007) US quantitative study of 76 Somali RYP 
found that sense of school belonging was associated with greater self- 
efficacy and lower rates of depression. Other longitudinal studies with RYP 
have similarly found social inclusion a significant predictor of psychological 
well-being, with existing literature criticised for not considering the 
influence of the host society’s broader social structures (Correa-Velez et a l, 
2010). Therefore existing research frequently fails to take an inclusive view 
of internal, social and political factors and processes that impact RYP’s 
lives, adjustment and mental health.
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Family and Attachment
Changes in family structure are experienced across the process of forced 
resettlement. Whilst the importance of family environment in psychosocial 
adjustment and mental health outcomes has been well documented (e.g. 
Lustig et a l, 2004), only a few studies have explored the processes involved 
in moderating its emotional regulator role (De Haene et a/., 2010a).
De Haene et a l (2010a) proposes that the cumulative experiences of forced 
resettlement may lead to a long-term activation of RYP’s attachment 
systems, which may or may not be deactivated by caregivers depending on 
separation or their own emotional difficulties. Attachment styles have been 
suggested to have a pervasive affect on relationships with in-groups and out­
groups (e.g. Mikulincer & Shaver, 2001), perspectives on acculturation 
(Hofstra et al., 2005) and social and coping styles (e.g. Cooper et a l, 1998). 
Attachment theory therefore could be helpful in understanding RYP’s 
experiences. However, only two published studies explicitly explore 
attachment in refugee families.
McMichael et a l.’s (2011) Australian mixed-methods longitudinal design 
found that trust, attachments, discipline, and conflict challenged refugee 
family life. Gender differences were found in family attachment tendencies 
(girls’ decreasing) and experiences of discipline (greater in girls). Overall 
McMichael et a l (2011) found that the family supportive context weakened 
over time upon resettlement.
Somali Cultural Understandings o f Mental Health
Johnsdotter et al. (2011) and Guerin et a/.’s (2004) qualitative research with 
Somali adult refugees in Sweden and America suggested severe mental 
illness is perceived as shameful and stigmatising, with fear of community 
rejection due to an oral culture where verbal information is circulated 
quickly. Participants identified spiritual possession and psychosocial 
stressors (e.g. separation from family members) as causing mental health 
problems, disregarding biological causes. Mental health professionals and
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Somali refugees suggest a non-equivalence of psychological childhood 
disorders or Western mental health classifications of depression, anxiety 
and PTSD in Somali culture (e.g. Davies & Webb, 2000).
Traditional Somali classifications of mental health were found to be more 
fluid, connected to social, community and transcendental events, and with a 
focus on healthy qualities rather than absence of illness (Guerin et a l, 2003, 
2004). Only the concept of ‘waali’ (crazy/not feeling themselves) was seen 
as needing professional MHS. Traditional coping strategies therefore 
revolve around social and familial networks, prayer and Koranic readings, 
with suspicion of the individual-focus of MHS. Social networks hold the 
power to promote or complicate psychological well-being (Jorden et a l, 
2009; Palmer, 2007). Whittaker et a ls ' (2005) UK qualitative research with 
Somali refugee young women found themes that emphasized resilience, 
strength, concealment and distancing as valued ways of coping with 
psychological distress. They reported cultural norms around not burdening 
others and fears regarding confidentiality in the community.
Cultural beliefs and practices therefore pervade identity-making, help- 
seeking, psychological processes and coping strategies, with variation of 
beliefs and practices varying between and within groups and individuals (de 
Anstiss et a l, 2009; White & Lehman, 2005). Somali RYP’s relationship 
with these processes requires further exploration.
Summary
Much research on the above areas have been criticised for presenting them 
as categorical variables, whilst underlying belief systems and constructions 
have been neglected (Tribe, 2007). Therefore a broader way of 
conceptualising RYP’s experiences is suggested.
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1.7 An Alternative Conceptualisation of Refugee Young People’s 
Experiences: Ecology and Strengths
A growing area of literature on RYP’s experiences draws on ecological 
approaches based on Bronfenbrenner’s (2005) developmental theory of 
multilevel systems of interactions (Figure 1). Lustig (2010) proposes that 
each level of development can be threatened for RYP, such as experiencing 
separation from parents (microsystem), fragmentation between mesosystems 
they actively participate in (e.g. school and family), refugee parents’ 
experiences of social policies (exosystem), and cultural beliefs and 
individualist host societal ideologies (macrosystem). Therefore normal RYP 
development within these systems can be disrupted by forced resettlement, 
with acculturative stress felt across multiple systems. This theory suggests 
greater consideration of broader beliefs and factors is more likely to capture 
and attend to the complexities of RYP’s experiences, rather than reducing 
them to purely a matter of mental health (Summerfield, 2000).
Health pluralism, which encapsulates individuals’ and communities’ 
multiple, wide-ranging beliefs and coping strategies, is therefore suggested 
(Tribe, 2007). There is a call to adopt “more complex, holistic and 
ecological models...for mental health and well-being” (Khawaja cAa/., 
2008, pp.491) when conducting research with this population, with greater 
consideration of RYP’s strengths, resources, values and beliefs.
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Figure 1. Bronfenbrenner’s ecological theory.
Strengths^ Resilience and Coping
Literature suggests resilience, coping, and positive adaptation are neglected 
areas of research in RYP (de Anstiss et a l, 2009). Rutter (2003) emphasises 
that many RYP cope well, with Rousseau et a l (2003) finding positive 
psychosocial adjustment in RYP despite traumatic experiences. 
Consideration Of post-traumatic growth (qualitative and transformative 
positive psychological change), resilience (withstanding pressures and 
retaining values and qualities), and coping (active efforts to regulate 
emotions and manage environment) creates a foundation for strengths- 
focused practice, rather than dysfunction, in supporting positive adjustment 
to negative life circumstances.
For example, cultural characteristics such as religion, family support in 
valuing hope, respect, and moral attitudes, were associated with high levels 
of post-traumatic growth in a Hungarian quantitative study with Somali 
adult refugees (Kroo & Nagy, 2011). Coping mechanisms and resilience can
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therefore be considered across individual (e.g. belief of influence over 
environment; Ripley, 2008), family (e.g. communication and belief systems; 
Walsh, 2006), and community levels (e.g. “networked adaptive capacities”; 
Norris et a l, 2008, pp. 131), and also as context-dependent (e.g. culture; Ni 
Raghallaigh & Gilligan, 2010). Although many coping processes overlap, 
for clarity they have been divided into the following areas:
Individual
Active coping styles through re-framing of experiences through 
normalisation, survivor self-perceptions, and recognition of strengths have 
been found in qualitative research with refugees (e.g. with Sudanese UAMs; 
Goodman, 2004). Similarly, Ellis et a l's  (2010a) study found that Somali 
RYP wished to maintain a sense of agency and integrity over their 
difficulties. Comparison with others less fortunate, positivity, suppression of 
memories and internal experiences, and a selective focus on the future (e.g. 
on education) is suggested by adult and young refugees as a way of securing 
a sense of purpose, hope and perseverance across the process of forced 
resettlement (Goodman, 2004; Ni Raghallaigh & Gilligan, 2010; Schweitzer 
et a l , 2007).
Religious belief systems have been found to contribute to resilience (Walsh, 
2003), and associated with reduced social and psychological problems in a 
US quantitative study with Somali adult refugees (Halcon et a l, 2004). 50- 
75% of participants found prayer helpful in managing sadness. Schweitzer 
et a/.’s (2007) qualitative research with Sudanese adult refugees found that 
religion provided a sense of control, a way of meaning-making, and making 
social connections.
Family and Community
Quantitative research suggests increased support and flexibility from 
multiple cultures, community, and family, and culturally-integrated 
friendships as protective for RYP against acculturative stress and 
psychological problems for up to 9 years following resettlement (Bhui et a l ,
Helena Kaliniecka - Portfolio Volume 1 153
RESEARCH DOSSIER Major Research Project
2003; Montgomery, 2008; Padilla, 1980). Coping through collective 
meaning-making of experiences, maintaining continuity of culture, and a 
communal sense of responsibility has been reported by UAMs (Goodman, 
2004; Ni Raghallaigh & Gilligan, 2010; Rousseau et a l, 1998).
1.8 Summary and Current Study
High rates of mental health problems in RYP have been found, with trauma, 
depression and anxiety the most researched (e.g. Hodes, 2000). However, 
evaluation of the effectiveness of MHS interventions offered is limited 
(Ehntholt & Yule, 2006) and engagement in MHS remain low (Palmer, 
2006), with community resources potentially more suitable.
A review of the literature suggests that a dominance of biomedical problem- 
focused research that informs service development lacks cultural fit with 
Somali refugees, who are suggested to focus on social and interpersonal 
influences on psychological well-being (Johnsdotter et a l, 2011). Existing 
research of RYP mental health and experience remains narrow, often 
neglecting wider adjustment, familial, societal and ecological processes 
(Miller & Rasco, 2004), and only focusing on particular stages of 
resettlement rather than RYP’s experiences as a whole (Khawaja et a l, 
2008). Exploration of strengths, resilience and coping, which aligns more 
with reports of RYP self-identities as active agents (Goodman, 2004), are 
under-researched in RYP populations, despite calls for more holistic 
approaches (Davies & Webb, 2000).
Study Aims
• To allow Somali accompanied RYP (SARYP) to inform others o f 
their meaning-making o f experiences salient to them across pre­
migration, migration, and post-migration stages o f forced 
resettlement to the UK, unconstrained by a-priori beliefs.
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• To explore the psychological and social processes SARYP used to 
manage or cope with the difficulties they experienced, drawing on 
existing theories.
• To improve understanding o f SARYP views to inform the 
development and acceptability o f community and NHS MHS services 
(Miller & Rasco, 2004).
Quantitative studies suggest numerous moderating risk and protective 
factors across the process of forced resettlement (Derluyn et a l, 2009). 
However, Somali RYP have been given little opportunity to express what 
themes and actions they themselves feel has been important to their 
psychological well-being, coping and adjustment; to explore the role of 
meaning-making in their understanding of their experiences; or to describe 
the processes by which they manage the phenomena of resettlement. This is 
an issue raised repeatedly in existing research (e.g. McMichael et a/., 2011). 
Therefore a qualitative methodology was chosen for this study as it allowed 
for a wider exploration of their experiences, and sensitivity to the Somali 
oral culture (Johnsdotter et a l,2 0 \\) .
Existing qualitative research has begun to address the limitations discussed, 
predominantly using adult (e.g. Schweitzer et a l, 2007) or UAM 
(Goodman, 2004) samples. Accompanied RYP’s voices appeared to be lost 
in family/parent research (e.g. Prilleltensky, 1993), despite research 
suggesting parent perspectives on RYP’s psychological distress and 
management as substantially different from RYP’s (Ellis cr a/., 2010a). 
Accompanied RYP experience high levels of psychological distress and 
disorders (e.g. Heptinstall et a l, 2004). However, the potential protective 
function of arriving to the UK with a family member appears to have 
overshadowed the need to explore these RYP’s perceptions and experiences 
more inclusively.
Research suggests separation from particular family members (especially 
mothers) can lead to greater risk of mental health problems (especially in
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girls; Derluyn a/., 2009). Parent migration before the young person can 
lead to confusion and sense of abandonment, impacting on how they 
perceive relationships (Dogra et rt/., 2010). Also arriving with a family 
member itself is not necessarily protective against psychological distress 
(Ellis et a l, 2008). Such nuances in separation and experiences are being 
overlooked in the literature, with authors critiquing their family studies for 
not gaining a more in-depth qualitative understanding of how RYP perceive 
these experiences (e.g. Derluyn et a l, 2009).
In addition relatively few studies have explored cultural dimensions of 
meaning-making in RYP experiences (Goodman, 2004). As reviewed 
above, culture pervades multiple levels of refugee experiences. Culture is 
not static however, with Silove et a l (2005) suggesting practices alter as 
they interact with each other and also engage with other identity factors 
such as age. Therefore further research on RYP’s experiences as separate 
from adults is required (de Anstiss et j/., 2009). Culture- and age-specific 
research is important in engaging with important nuances of refugee 
experiences, with Ellis c/ al (2010a) arguing that few MHS models include 
cultural knowledge and ways of healing. Caution is expressed in 
generalising across cultures and from existing research on ethnic minorities 
and immigrants (De Anstiss et a l, 2009; Fazel et a l, 2011).
Only a few studies to date have qualitatively explored aspects of 
psychological well-being from Somali RYP’s perspective (Ellis et a l, 2010a 
& b). These had a specific focus on exploring help-seeking, mental health, 
and discrimination in the post-migration stage in the USA. With the Somali 
refugee community becoming one of the largest in the UK (ICAR, 2007), 
research with this population seems imperative in informing services of how 
to sensitively respond to their psychological and social needs (Miller & 
Rasco, 2004).
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• To contextuaîîse SARYP accounts by exploring how they resonate 
with front-line services’ beliefs and practices.
• To explore the usefulness o f the findings to front-line services.
Despite the acknowledgement of charity and educational services role in 
engaging and supporting RYP (e.g. Howard & Hodes, 2000; Miller & 
Rasco, 2004), and a call for research that combines RYP’s and such service 
professionals’ perceptions (e.g. Poppitt & Frey, 2007), there is a paucity of 
research exploring their experiences and practices. Only a few studies have 
adopted an ecological approach in researching key stakeholders views with 
SARYP (e.g. Valentine & Sporton, 2009). Whilst the SARYP voices will be 
privileged in this study, a focus group with professionals from different 
front-line services was also conducted to triangulate their accounts. The 
focus group aimed to understand how wider social, cultural and ecological 
factors may influence the SARYP’s experiences, and to explore how 
SARYP’s perceptions of forced resettlement and support converged and 
diverged from the services that support them.
Research Question
‘How do accompanied refugee young people from Somalia negotiate and 
interpret the process of forced resettlement?’
2. METHOD
Figure 2. Diagrammatic representation of research process.
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2.1 The Researcher’s Position and the Methodological Underpinnings 
The Epistemological and Ontological Position
The researcher adopted a critical realist position (Bhaskar, 1977) in this 
study, where knowledge is perceived as fluid and ever changing. This 
position asserts that a definitive causal relationship of a phenomenon cannot 
be established due to the interaction between a materially present natural 
world, and the ever-changing constructions of a social world. Critical 
realists acknowledge the co-existence of a ‘material reality’ and human 
agency, where ‘social reality’ is construed through the personal meanings 
individuals attribute to their experiences and influenced by internal 
psychological factors, as well as by broader social, cultural, and political 
contexts. Language is assumed to reflect people’s experiences and the 
meanings attributed to them (Potter & Wetherell, 1987).
SAR YP Interviews - Interpretative Phenomenological Analysis 
Interpretative Phenomenological Analysis (IPA) is a qualitative method that 
aims to explore how participants interpret and make sense of their 
experiences of the world (phenomenology). It is interested in the 
individual’s perception of an event or significant experience rather than an 
objective statement about it (hermeneutics). It adopts an idiographic 
approach in that it aims to capture in detail the quality of an individual’s 
experience and an understanding of the meanings they attribute to it, before 
proceeding to explore similarities in the themes and patterns across 
individual subjective experiences (Smith et a l, 2009).
IP A involves an analytic process by which internal processes are deduced 
from the participants’ verbal accounts, with the assumption that there is a 
relationship between participants’ cognitions, accounts and behaviour. The 
researcher acknowledges and accepts that analysis is ‘interpretative’ as 
direct access to participants’ life worlds is impossible (Smith et a l, 2009).
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IPA was considered the most suitable method to address the main research 
question given its specific focus and emphasis on phenomenology. It allows 
the researcher to gain detailed and meaningful accounts of SARYP’s 
experiences of forced resettlement, how they coped, and their appraisal and 
interpretation of their experiences. IPA is considered suitable for addressing 
questions around how individuals “perceive and understand significant 
events in their lives” (Smith & Eatough, 2007, pp.36). As there were likely 
to be differences between the researcher and the SARYP in regards to 
culture, gender, age and ethnicity, it was also important that the analytic 
process acknowledged the dynamic relationship between them, as allowed 
by IPA (see ‘About the researcher’).
Focus Group-Thematic Analysis
Focus groups elicit group-level themes based on quotes drawn from an 
interactive context. Therefore the idiographic approach of IPA is often 
deemed unsuitable for focus groups (Tomkins & Eatough, 2010). Instead 
Thematic Analysis (TA; Braun & Clarke, 2006), based on the same 
epistemological and ontological position as IPA, was used to analyse the 
focus group data to organise and richly describe themes. TA allows the 
researcher to explore social interpretations of the data in addition to 
psychological interpretations, and yields “qualitative analyses suited to 
informing policy development”, in keeping with an ecological approach 
(pp.97, Braun & Clarke, 2006). See Appendix A for more in-depth 
discussion of TA in this study.
About the Researcher
Reflexivity within research is of high importance to critical realists, with 
reflection of the researcher’s own perspective and position believed to shape 
interpretative processes, and how research progresses:
I am a 28 year-old white, British female with no personal experience of 
forced resettlement. However, I am the second generation of Polish refugees 
from World War II, and have grown up hearing the childhood experiences
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of my grandparents’ forced resettlement to the UK, and in the ways and 
values of both British and Polish cultures. Having always admired my 
grandparents’ resilience, I have a particular interest in understanding how 
young people from different cultures process and adapt to such experiences, 
from a position contextualised by their cultural beliefs.
I have never experienced financial insecurity or an overwhelming lack of 
environmental mastery, but have been raised to not take these for granted. It 
is possible that I hold overlapping or diverging perspectives to the SARYP I 
interviewed in this study, and was therefore careful to remain curious of the 
processing and meaning-making they accorded to their experiences. I had an 
assumption that SARYP would feel proud of their cultural roots and was 
surprised in the interviews to hear them viewed as something they were 
bullied for and therefore to be concealed. I wondered how they managed 
this experience.
I worked in East Africa with marginalised young people as a NGO 
Counselling Assistant for a year before training. This made me aware of the 
multiple complex factors that can influence young people’s experiences and 
perceptions of the world around them. Societal attitudes and religious 
beliefs deeply influenced ways of understanding and supporting these 
young people, and I was left wondering if these would be the same for the 
SARYP. I began to question the suitability of some Western models of care 
in the context of more community-based cultures, noticing the resilience and 
personal/community resources so important to the young people were often 
not given prominence in Western approaches. This influenced the choice of 
method and analysis for this study, with the wish to promote SARYP’s 
voices in conceptualising and understanding their own experiences without 
making a-priori assumptions.
Contrary to potential expectations, I found all of the SARYP gave detailed 
and frank accounts of their experiences. I thought about how my being from 
a different cultural heritage and external to the services they engaged in
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might have meant I was easier to confide in. I feel my previous experiences 
of working cross-culturally with young people helped me express genuine 
curiosity and own my cultural naivety, adapting my interviewing style and 
language use to respond to the ages and experiences of the participants.
During the process of completing this study I began working in a Children 
Looked After Team and undertook a week’s training in narrative therapy. I 
read literature around attachment, resilience, narrative and community 
psychology, coping, and child development, and had to be careful o f the 
potential influence of this during the analysis stages. However, rather than 
this awareness of wider literature being a bias, I perceived this as helping 
me to listen closely to what the SARYP were saying rather than jumping to 
problem-focused conclusions, and helped me draw on theory when 
discussing the results.
During the focus group I was surprised by the how the professionals’ 
understanding of SARYP’s experiences juxtaposed with their lack of 
confidence in being able to support them appropriately. I was therefore 
mindful of how my training in theory- and research-informed practice 
increases confidence in working with vulnerable groups which may differ 
from other professional’s experiences, which in turn may affect the 
SARYP’s experiences of support from front-line services.
2.2 Participants 
Sampling and Recruitment
For the interviews purposeful sampling was conducted identifying SARYP 
with refugee status and UK citizenship (living in the UK for 1-6 years), 
aged 10-19, who had experienced accompanied forced resettlement to the 
UK. Recruitment was conducted via the charity Salusbury WORLD, which 
provides support for RYP and their families in London (see Appendix B for 
information on the charity). Charity staff disseminated information about 
the research to parents and SARYP via information sheets (Appendices C
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and D). SARYP then made themselves known to the researcher via the 
charity staff, with the parents’ agreement. :
The inclusion criteria of length of time in the UK had been stipulated to 
ensure participants were resettled in the UK for a period of time in which 
allows for reflection back on their pre-migration, transitional, and post­
migration stages of forced resettlement. UK citizenship was also specified to 
ensure homogeneity and relative safety in living status in the participant 
group. The process of seeking asylum has been identified as a distressing 
and uncertain time for refugee groups, where securing legal status is 
determined by the consistent presentation of their life histories (De Haene et 
a l, 2010b), therefore possibly influencing the quality of responses to, and 
moral ethics of research interviews in this time period.
Anyone who the charity staff felt would find the experience too distressing, 
or who was accessing NHS MHS, were not recruited for the study. It was 
thought that involvement with MHS might influence the way the SARYP 
talked about their experiences, and the researcher was interested in looking 
at how SARYPs who were not receiving MHS support were making sense 
of and coping with their experiences.
Situation o f the Sample
In total, five SARYP were interviewed out of 11 potential participants who 
had indicated that they would be interested in taking part. This reduced 
number reflects a range of complex experiences faced by this population 
(e.g. school refusal, and parents’ wish to protect their children), potentially 
indicating how difficult and rare a participant group this is to access for 
research.
All of the SARYP had come from the southern and central regions of 
Somalia and were of Muslim faith. The SARYP were living with all 
immediate family members at the time of interview. Table 1 provides 
further demographic information to help situate the participants.
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Pseudo­
name
Age Gender Age left 
Somalia 
(years)
Length  
o f  time
Ethiopia
Age
arrived
||m ;Viii
Accom p
anying
adult
Lived
|!in ih e# ;
l |||c ||
(years)
Fathia 19 Female 13 1 month 13 Mother 6
Hassan 15 Male 12 N/A 12 Father 3
Sufia 14 Female . . 4 9 years 13 Mother 1
Amina 13 Female 7 2 years 9 Father 4
Nadifa 13 Female 6 2.5 years 9 Older
sibling
4
Table 1. Demographic details.
For the focus group, the four participants consisted of teaching, charity and 
NHS MHS professionals. See Appendix A for further information on 
sampling, recruitment and situation of the front-line service professionals in 
the focus group.
2.3 Data Collection Methods and Materials 
The SARYP Interviews
Semi-structured interviews were used as they allowed flexible dialogue and 
probing in exploring the SARYP’s responses (Smith & Osborn, 2008). They 
are considered an appropriate method for the qualitative method chosen and 
the age range of the participants (Smith et a l, 2003: Smith et a l, 2009). The 
interview schedule (Appendix E) was adapted from one used in an IPA 
study of adult Sudanese refugees’ experiences of forced resettlement, which 
was published in a peer-reviewed journal (Khawaja et a l, 2008). Their aims 
overlapped with that of the current study with the only difference being in 
the age and nationality of participants.
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The interview schedule was adapted following consultation with charity 
staff, and refugee parents and RYP from Somalia, to be culturally and 
contextually appropriate for the participants in the proposed study (e.g. 
removal of tribe as a demographic category due to sensitivity regarding 
clans in the community; Appendix F). This helped to ensure the interview 
schedule was community-informed and therefore upholding benefit-oriented 
research processes as advised by De Haene al.’s (2010b) ethical 
recommendations for conducting qualitative research with refugee 
populations. Participants provided positive feedback stating that they valued 
the opportunity to tell their stories and had felt listened to and understood.
Focus Group
Information on the focus group data collection method and materials can be 
found in Appendices A, G, H, I and J.
2.4 Procedure
Interviews took place over a period of 8 months, lasting between 39 and 55 
minutes. They took place in the participants’ school where the charity also 
operates. The interviews were audio-recorded. Prior to the interview, 
informed consent was obtained from the parents (Appendix K) and the 
SARYP (Appendix L). Demographic information was collected from the 
participants and charity staff (Appendix F). All of the participants were 
given a debrief sheet following the interviews (Appendix M). The charity 
staff were aware that the interviews had taken place so could monitor the 
SARYP’s well-being.
The focus group was conducted following analysis of the SARYP 
interviews (see Appendix A for further information on the focus group 
procedure).
Use o f Interpreter
Interviews in past qualitative research with refugees from the Horn of Africa 
have predominantly used English, with the option of having an interpreter 
present if the participant wishes (e.g. Goodman, 2004). The majority of
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participants in these studies did not take up this offer. However, for the 
purpose of the proposed study, the presence of an interpreter was offered. 
Of the five participants, two requested interpreters as ‘back-up’. They were 
determined to carry out the interview in English but needed help in 
translating some specific words or concepts. The interpreter also acted as a 
cultural broker and a cultural consultant in discussions following the 
interviews (Raval, 2005).
The interpreter was not known to participants as advised by Jentsch (1998) 
to uphold confidentiality, which is suggested to be a concern in Somali 
populations (Whittaker et a l, 2005), and to increase validity of translations. 
A half an hour session was organised with the interpreter prior to the 
interviews to brief her on the purpose of the study and the interview format. 
It also helped the researcher to gain a clearer understanding of the 
experienee of the interpreter and to diseuss the models of interpreting.
Ethical Considerations
Ethical approval was obtained from the University of Surrey Faculty of Arts 
and Human Sciences Ethics Committee (Appendix N). Permission to access 
the school was also granted by the head-teacher.
Minimising Distress
The researcher was aware of the potential vulnerability of the group studied. 
Whilst for some SARYP it may be a relief and empowering to talk about 
their experiences (De Haene et a l, 2010b) for others it may have become 
distressing. De Haene e/ a/.’s (2010b) paper on ethical qualitative research 
with refugees was used to optimise benefit-orientated and distress- 
minimising researeh processes for the participants. De Haene et a l's  
(2010b, pp. 1665-1666) advice was therefore incorporated in developing the 
procedure of the research to include:
“...the community-informed development o f research questions, a 
processual care o f informed consent, an emphasis on researcher’s
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subjectivity and engagement in all phases o f the study, and a 
community-oriented dissemination and validation o f findings P
During the interviews the SARYP were offered the option of having an 
appropriate adult present in the room; however this was not requested by 
any of the participants. Verbal checks of their distress were used throughout 
the interview, and a ‘safe word’ agreed for the SARYP to use without any 
need for explanation to terminate the interview.
Anonymity and Confidentiality
The limits of confidentiality were explained to the SARYP, where if any 
harm to self or others were disclosed a pre-arranged procedure (agreed with 
the charity) would be actioned. This involved the researcher alerting charity 
staff so they could carry out their safeguarding procedure. On only one 
occasion did the researcher need to put this process in place, with the 
SARYP’s awareness, however the issue was resolved without the need for 
further formal safeguarding procedures.
The necessity for confidentiality and anonymity was also explained to the 
focus group participants (Appendices G and H), and the interpreter before 
the interviews take place (Appendix O). A Confidentiality Agreement was 
signed by the interpreter (Appendix P). Anonymity was sought throughout 
the study. Real names were only present on the consent forms, which were 
only seen by the researcher. All identifiable names and information were 
changed so that participants could not be identified from their interview or 
focus group contribution. All of the information was stored in accordance 
with the Data Protection Act (1998).
2.5 Data Analysis 
The SARYP Interviews
The audio recordings were transcribed verbatim and analysed using IPA 
guidelines from Smith et a l (2009). The written transcripts were 
individually analysed descriptively with fore-knowledge ‘bracketed off
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(discussed further in section 2.6) following multiple listening to each 
interview’s audio to immerse in the data.
Initial coding highlighting areas of interest, both descriptive and 
interpretative, were made for each transcript. Possible emergent themes 
were then described and noted, capturing the researcher’s interpretations of 
the connections between initial codes and descriptions and therefore 
creating a deeper level of conceptual understanding and abstraction (Smith 
et a l, 2009). See Appendix Q for three examples of sections of the 
annotated transeripts. The emergent themes were then examined and 
arranged into interpreted meaningful clusters to form super-ordinate (or 
master) and sub-themes for each transcript. Possible connections between, 
and several revisions of, the themes were conducted by the researcher, to 
ensure the themes were grounded in the data and confidence in the: master 
themes was reached.
Patterns in themes across the five transcripts were then sought by comparing 
the theme lists for each interview, identifying master themes and sub­
themes, and recognising new or contrasting themes. Finally a consolidated 
list of main themes and corresponding sub-themes was developed to reflect 
the experience of the group.
Focus Group
Description of TA of the focus group data, and examples of the transcript 
and theme clustering, can be found in Appendix A, R and S.
2.6 Quality Assurance and Rigour
Several guidelines are offered for assessing quality and credibility in 
qualitative research (e.g. Elliott et a l 1999; Yardley, 2000, 2008). They 
suggest that the following quality assurance principles should be considered:
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Respondent Validation
In order to ensure the researcher had interpreted participant accounts 
appropriately and to enhance credibility, the themes were relayed back to 
the SARYP in a follow-up meeting as a way of member checking. De 
Haene et a l (2010b) emphasise that community-oriented validation of the 
findings and engagement throughout the research is important in ensuring 
qualitative research remains benefit-oriented for the refugee population. No 
themes needed to be changed on the basis of their reactions or feedback but 
some new aspects of the themes were discussed.
Sensitivity to Context
To enhance the trustworthiness of the analysis and sensitivity to the socio­
cultural context of the research the researcher read relevant literature on the 
population and topic. The idiographic approach and purposive sampling for 
IPA also required sustained involvement with the charity and refugee 
population they work with. Verbatim extracts from participants’ accounts 
are used frequently in the results to support interpretations made and allow 
participants’ voices to take central place.
Commitment and Rigour
The researcher’s efforts to support participants to feel contained and closely 
listened to during the interviews and focus group, and the investment the 
researcher made in carefully analysing accounts, are ways in which 
commitment to the research was demonstrated. Rigour in the research 
process was attempted to be established through the careful selection of 
participants to match the research question and relative homogeneity in the 
SARYP sample. Rigour was also pursued in the researching and adapting of 
the interview schedule so it was best suited to the participant group, and a 
data analysis which was sufficiently interpretative and not solely 
descriptive. Quotes were also equally drawn from each SARYP’s account 
and focus group participants’ contributions to illustrate interpretations.
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Transparency and Coherence
Transparency was enhanced through the clear description of the research 
process. Smith al (2009) suggests that the internal coherence of how
arguments are written up and presented is an important way of assessing 
qualitative research. Interpretations were therefore clearly based on the data 
presented and any contradictions discussed and explored.
Triangulation
Triangulation is a method used to analyse research questions from multiple 
perspectives using different sources or methods for collecting data. There is 
a debate over whether triangulation fits with the epistemological position of 
qualitative research when it is used to seek validation and confirmation of 
findings, as this suggests there is a single reality where findings need to be 
assessed for accuracy (Cutcliffe & McKenna, 1999). However, triangulation 
can also offer ‘completeness’ in research, by allowing for different realities 
to be acknowledged by widening the ‘landscape of inquiry, offering a 
deeper and more comprehensive picture’ (Tobin & Begley, 2004, pp.393).
Therefore to enhance the understanding and usefulness of the IPA themes in 
service delivery by contextualising them within the different possible 
realities of the SARYP’s immediate environment, method and analytical 
triangulation was conducted via the focus group with front-line services 
professionals.
Reflexivity and Position o f Researcher
‘Bracketing-off is a method used to prioritise the phenomenon being 
researched rather than the researcher’s own preconeeptions whilst analysing 
data (Smith et a l, 2009). The researcher therefore kept a reflective diary to 
process their reflections, assumptions and emotional reactions, as a way to 
be explicitly reflexive regarding their position and potential biases with the 
research (see Appendix T for extracts). Also for readers to be able to 
interpret the analytie proeess and consider alternative perspectives, the 
researcher’s epistemological position, background, values, and assumptions
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in relation to the research are described earlier in section 2.1 (Elliott et al 
1999).
3. RESULTS
The aim of the current study was to provide a rich, in-depth account of how 
a group of Somali accompanied refugee young people (SARYP) 
experienced and coped with the process of forced resettlement, and to 
contextualise this within front-line services perspectives and responses. The 
interview analysis is presented firstly, followed by an overview of how the 
focus group analysis connected with the interviews.
3.1 Interviews
Five master themes emerged from the IPA analysis of the interviews. These 
master themes and their associated sub-themes (summarised in Table 2) will 
be presented in a narrative sequence that aims to capture the experiences of 
SARYP, moving from the impact of their experiences of pre-migration and 
civil war, and forced resettlement, to the ways they coped with these. 
Throughout these themes there was a sense the SARYP experienced a 
struggle for self-agency, identity and cohesion, and connectedness with 
others. This section discusses each of the master and sub-themes, with 
verbatim quotes drawn from the SARYP’s transcripts to support the 
interpretations made^.
3.2 Theme One: Pre-migration: Threat as Ever-Present
This theme is concerned with how the SARYP experienced life during civil 
war in Somalia and, in the case of Sufia, life growing up in Ethiopia. The 
theme consisted of two sub-themes:
 ^ Square brackets [] in quotations are used to clarify information for the reader. Ellipsis 
points (...) will indicate omitted information.
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Master Themes Sub-themes
Theme One: Pre- 
migration: Threat as 
ever-present
a. Loss o f  containment and power
b. Direct or vicarious trauma
Theme Two: Forced
resettlement as
affecting
interpersonal
connections,
attachments, and
roles
a. Loss and separation: inner conflict and ‘making do’
b. Search for containment and belonging: A  safe base.
c. Social comparison to those left behind/parents: 
Opportunities and adoption o f  responsibility (UK )
d. Challenge to and adaptation o f  familial bonds and 
roles
Theme Three:
Forced resettlement 
as negotiating 
difference: Struggles 
to develop sense o f  
self.
a. Loss o f  power and control through the loss o f  
environmental and soeial mastery
b. M ultiple changes in ‘com m unities’: impact on self- 
concept.
Theme Four:
Individual coping  
strategies: ‘Being  
strong’ - Reframing 
for sense o f  control 
and agency.
a. ‘I just help m y se lf:  Efforts o f  control over internal anc 
external worlds
b. B eing proactive and holding onto hope -  Selective  
focus on the future
Theme Five: Coping 
within relationships, 
com m unities and 
contexts
a. Coping within fam ilies, com m unities, and in continued 
connection with others.
b. M uslim faith as part o f  daily life: control, safety and 
positive sense o f  self.
c. Nuanced investment and attunement o f  others in 
facilitating coping.
Table 2. Table of IPA Master and Sub-themes
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a. Loss o f Containment and Power
Whilst the two youngest SARYP expressed no memory of the conflict, the 
other SARYP spoke of how threat was constant in their lives, unpredictable 
and uncontrollable. It seemed that the civil war disrupted their sense of 
safety, leaving the SARYP feeling lost and powerless, feelings that they had 
to habituate to:
Life, you just live your life, you don’t know when like, you are going to 
die...sometimes they come to your house and like some relatives they 
can, like, die (Fathia).
Constant movement to avoid armed conflict alternatively yielded 
experiences of support from friends in the community, or the loss of this 
support, leading to greater sense of vulnerability and stripping of distraction 
coping resources:
...you go to other people’s houses and you stay there until there is a 
peace... (Amina).
I  feel like when 1 go to another place I  don’t have many friends and I  
don’t know much o f the people. So it means like - like I ’m 
lonely...there ’s no friends that I ’m easy, comfy, that means like...the 
only thing you do is just worried (Hassan).
Whilst Sufia could not remember life in Somalia, she frequently compared 
levels of threat between Somalia and Ethiopia, also experiencing danger as a 
constant in her pre-migration life before the UK:
...they are going to shoot on you with a rock...Sometimes they take 
guns up and they shoot each other (Sufia).
We might therefore believe that for this group of SARYP they saw threat 
and danger as being an undesirable part of everyday ‘normal’ life.
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b. Direct or Vicarious Trauma
This sub-theme centred on the powerful impact of witnessing or hearing 
about the injury and death of others in the civil conflict on two SARYP’s 
psychological well-being, fitting with the large body of trauma literature in 
refugee populations (e.g. Fazel et a l, 2005). Whilst some of the SARYP 
described directly witnessing violence, only Fathia spoke of re-experiencing 
difficulties:
[Following witnessing a bomb explosion] I  was like - me, my mum, 
she thinks F  was like, getting a crazy [gestures 'crazy’ sign by her 
head] because I  see everything in the night, like, I  couldn’t sleep... 
(Fathia)
Her reference to ‘crazy’ could be interpreted as a cultural or familial frame 
of understanding re-experiencing trauma symptoms, which are seen as 
undesirable. Whilst Nadifa did not express memories of directly 
experiencing such events in Somalia, she spoke of watching news items on 
TV and hearing of other’s tragedies within the Somali community in the 
UK. Though vicarious, it seemed that these experiences had a similar effect 
on Nadifa:
...I have nightmares and that. Like, sometimes my, my Grandma gets 
shot, i t ’s so sad. I  get scared (Nadifa).
Thus it appears the nature of how violent events were known about (i.e. 
direct witnessing or vicarious news) did not determine how they were later 
experienced by the SARYP, rather the emotional response to, and internal 
processing of them.
3.3 Theme Two: Forced Resettlement as Affecting Interpersonal 
Connections, Attachments, and Roles
This theme centred on how the SARYP experienced shifts and changes in 
the systems and relationships around them, and their roles within them,
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during the whole process of forced resettlement; from leaving Somalia 
through to developing a life in Ethiopia and then the UK. Four sub-themes 
emerged:
a. Loss and Separation: Inner Conflict a n d ‘Making Do*
All the SARYP spoke about the distress of multiple losses of friendships 
and separations from loved ones as a result of resettlement to new countries, 
a common finding in previous research with adult refugees (e.g. Khawaja et 
a l, 2008). Whilst they all came to the UK as accompanied minors, all of 
them experienced either their mother or father migrating to the UK before 
them, to prepare a life for their family:
...he [Dad] said like 7  will try get like a peace place so at least my 
family, lean  move them where I  am ’... It was like a few months, it was 
really hard, that we couldn’t cope. But this is like, don’t worry, this is 
like our life, we have to cope (Fathia).
Here Fathia talks about the pain of the loss of and separation from her 
father, with her use of quotations suggestive of a vivid memory of the verbal 
exchange she had with him before he left. It seems that she describes a 
process of family mourning and re-building following the separation, with 
the necessity of survival and ‘making do’ suggested in the language of ‘have 
to cope’.
The pain of separation seems to have been felt on a powerful physical level 
by Amina. This further quote highlights the distress and confusion the 
SARYP may experience from the sense of abandonment by loved ones, 
compounded by the withholding of resettlement plans:
I  was, basically saw the flight was going, I  was physically screaming 
her name [mother]...I was like, ‘how can she go without me?’ 
(Amina).
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AU of the SARYP experienced being both the people left behind, and the 
people who left others behind. The latter seemed to imbue a level of guilt 
and inner conflict in the SARYP, who longed for safety but seemed to 
perceive a level of unfairness in their opportunities to escape over their 
friends. Also the recognition that resettlement would lead to the loss of 
friendships:
I  was just like 50/50 i f  I  am going here [UK] or i f  I  am staying there 
[Somalia]... I  was sad about, because I  had lots o f friends...And on the 
other hand it was a bit exciting because you were moving, because 
war is like everything, so you are moving to peace country (Fathia).
Experience of loss appeared to continue for Nadifa upon resettlement in the 
UK, with the loss of contact with new friends as a result of moving areas 
within London:
...to know lots o f people and after that, I  never got to say good-bye to 
them because we moved house again (Nadifa).
b. Search for Containment and Belonging: A Secure Base.
This sub-theme centred on how throughout the process of resettlement the 
SARYP sought and wished for places in which they felt they belonged, 
where they felt held and safe within relationships with others in the wider 
context of loss and threat. Many of the SARYP seemed to contrast the 
qualities of their friendships in Somalia to the chaos and cruelty of the civil 
war:
They’re [friends] really nice and looking after, we didn’t be rude to 
each other, we were just nice to each other (Amina).
Amina’s repetition of ‘nice’ and use of ‘looking after’ suggests that she 
valued relationships that were nurturing. This further quote highlights the 
importance other SARYP placed on nurturing relationships, with Nadifa
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finding a temporary mother-figure in the UK whilst waiting to be reunited 
with her mother:
...there was this woman [neighbour]? She was very nice, she was like 
a mum to me. She would do like my hair for me - It was nice o f her, 
because she was keeping me -  something - until my Mum came 
(Nadifa).
A pervasive longing to belong with their school peers was expressed by the 
SARYP, with many experiencing a sense of difference from others:
...you kind o f feel like, T ’m not part o f them’ (Sufia).
Two of the SARYP spoke of how the longing for belonging was so 
powerful that when they had not initially achieved this in the UK, they had 
wished to return to what they were familiar with in Somalia, despite the 
dangers:
...feel bad about - being new. Like wanting, wanting to get back to the 
war (Nadifa).
c. Social Comparison to Those Left Behind/Parents: Opportunities and 
Adoption o f Responsibility (UK)
This sub-theme extends on sub-theme (a), with the inner conflict seeming to 
continue into their life in the UK. The majority of the SARYP compared 
their resources and opportunities in education with friends’ and families’ 
still in Somalia, noticing a stark contrast and privilege in their current 
positions. They spoke of feeling Tucky’ (Amina) and conveyed a sense of 
responsibility on optimising their opportunities to improve the 
circumstances of those left behind in the future:
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....remember the people you left in your country, that they also need 
your help, because you came here so you need to get education so you 
can help (Hassan).
In contrast Sufia seemed to make social comparisons to her parents’ 
sacrifices for her and adopted a sense of responsibility of achieving for 
them, rather than the wider Somali community:
...I kind o f feel sad, ‘imagine i f  you can’t, you don’t go to Oxford 
[University]. What is he [father] going to fee l? ’ I t ’s not like -  I  am 
]ust doing all this stuff for my mum and dad... [they] have done a lot o f 
things for me... (Sufia).
Sufia had spoken of how all her family members were no longer in Somalia, 
and that she could not remember her life there. Therefore it is suggested that 
it is the social comparison to the quality of life of people familiar or 
emotionally close to the SARYP that influenced their sense of responsibility 
for others, rather than automatically for the wider Somali community.
d. Challenge to and Adaptation o f Familial Bonds and Roles
This sub-theme centres on how experiences of separation and forced 
resettlement impacted on how the SARYP viewed family members’ roles, 
and the functioning of their family systems. The SARYP spoke with 
admiration of how their parents had protected and provided for them during 
the process of resettlement, adapting the roles in order to do this:
[In Ethiopia]...when he’s [father] not with us, she [Mum] is the one 
that becomes a Dad and a Mum..., after she can do the kitchen and 
like everywhere (Sufia).
Many of the SARYP spoke with sadness of a change in family 
cohesiveness upon final resettlement in the UK, even when re-united with 
absent family members:
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...my Auntie said to me, that I ’m going to stay with them for a while 
[separate from her father and brothers who she had been reunited 
with]...when I  first saw them I  was very quiet because I  didn’t know 
who they were.
The family yea, like every night, we all sit together, ]ust chatting, some 
people tell stories. Like, in Somalia there’s no TV, no games. Now you 
have like, here, we don’t really sit together now, what we do is go on 
our separate ways. Before we stuck together... (Nadifa)
Therefore cultural rules around family socialisation and gender appeared to 
have an influence over SARYP’s experiences. These breaking down under 
the pressure of new cultural norms (story-telling), or being upheld (being 
sent to live with a female relative) left Nadifa feeling as if the family was 
becoming more diffuse and her more alone. It seems conversely that the loss 
of personal space, and the adoption of new focuses or pressures in their 
lives, led to family relationships to become more distant or conflicted, 
which is further illustrated in these quotes:
...here i t ’s like, one house, one house, we [siblings] ]ust fight 
everywhere (Fathia).
...on Saturdays I ’m not with them [family], on Sunday I ’m not with 
them. So in the night, when I  come back, i t’s]ust like, I  don’t like, be 
with them. I]ust like go do my work... (Sufia).
Whilst some of the SARYP continued to feel able to rely on their parents for 
support, others perceived a change in roles:
...when something bad happens to me - 1 don't like telling them. I  don’t 
like making them feel sad... (Sufia)
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Here Sufia seems to have moved from being the protected, to wishing to 
protect her family from the realities she was experiencing. The fluctuation 
of family cohesiveness and exposure to differential experiences across 
forced resettlement seem to have led to a diminished ability of some of the 
SARYP to rely on family members for support.
Many of the female SARYP spoke of questioning and challenging cultural 
and gendered expectations now they were in the UK, which they 
experienced as resulting in further conflict in their families:
.../ have to clean, cook, wash the clothes, everything. I  told them 
[brothers] like, ‘Mum, i f  they don’t help me, then I ’m not going to 
help them’. And my Mum...she]ust shout at me ‘You are the girl, you 
have to do this ’. I ’m like ‘this is London Mum, come on, they have to 
help me, they have to do half. . ’ (Fathia).
Here we might see Fathia beginning to struggle with the development of a 
self-concept and role which is connected to her family and Somali culture, 
but also being influenced by UK cultural norms, which conflicts with 
parents’ beliefs. This seemed a common thread across many of the 
SARYP’s accounts.
3.4 Theme Three: Forced Resettlement as Negotiating Difference: 
Struggles to Develop Sense of Self
Two sub-themes help explain how the SARYP experienced and negotiated 
change and difference across the process of forced resettlement. Not only 
were losses and traumas from pre-migration life still relevant, but adapting 
to living in new cultures, communities, and environments led to their own 
set of challenges to the SARYP’s sense of identity, efficacy and belief:
a. Loss o f Power and Control through the Loss o f Environmental and 
Social Mastery
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AU of the SARYP spoke of finding their integration into new cultures 
difficult, of learning new languages and understanding new education 
systems (as found in previous research; e.g. Montgomery, 2010). Despite 
their efforts of preparation in Somalia, their accounts suggested that they 
thought themselves as ‘disabled’ in their new worlds in Ethiopia and UK:
..At was just like, I ’m deaf (Sufia).
Many of the SARYP spoke of how the lack of language left them feeling 
powerless to make sense of their worlds, to communicate their distress, and 
defend themselves from peers:
/  cry in the class once, the teacher come up to me, and say ‘what she 
[bully] say? Are you OK? ’. I  was - 1 don’t understand it like - 1 just 
say l ik e ‘mmm’, I  just shake my head.
... you can’t like, help them [bullies]. You can’t say ‘Why did you do 
it? ’.
(Fathia)
These feelings of powerlessness and disability led to all of the SARYP 
forming negative evaluations of themselves, eroding their sense of self- 
efficacy and belief:
I  felt like I  was on another level, a lower level (Hassan).
I  see the baddest day o f my life was the one that, the day that everyone 
was getting a certificate [at school]. And I  didn ’t get anything. I  was 
feeling really sad because seeing everyone being the best and I ’m 
being the lowest (Sufia).
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Being Tow’ suggests they saw themselves at a lower social standing than 
their peers. This conceptualisation of the self was experienced as extremely 
distressing, as suggested by the phrase The baddest day of my life’.
b. Multiple Changes in * Communities*: Impact on Self-Concept,
This sub-theme centres on the SARYP’s experiences of the fluctuating 
social systems they found themselves in across the process of forced 
resettlement, and how these impacted on how they viewed themselves. 
Despite the civil war, many of the SARYP described society in Somalia as 
social and community-driven, a s ‘family’:
...ourneighbours, they are like, brothers and sisters to us (Fathia).
Whilst they continued to experience other Somalis as kind and friendly in 
Ethiopia, the SARYP were confronted by their ‘difference’ from Ethiopians, 
for which they were discriminated:
...they just look at you very dirty like. Like, ‘oh my god, can this 
person leave me alone, just ‘cause I ’m o f a different religion’ 
(Nadifa).
Their sense of community appeared to shift again within the UK, perceiving 
a lack of community in London:
Basically in London...nobody comes to other people’s - neighbours 
and stuff (Amina).
Many of the SARYP found themselves confronted by discrimination from 
their peers, struggling with unwanted derogatory labels and forced to 
experience themselves as fundamentally different:
They say ‘you are at the lowest, you are like freshy’. That means 
people who don't know anything.
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...Istart like crying everyday like saying 'why is all this happening to 
me, why... What did I  do to these people? Do they think I ’m a had 
person?... They’re all old Somalians, and Portuguese - everyone, its 
mixed.
(Sufia)
The last quote highlights an experienced change within the wider Somali 
community for Sufia. Whilst previously ‘old Somalis’ (i.e. Somalis who 
have lived in the resettlement countries for a long time) were found to be 
supportive and helpful (see Theme Five), the SARYP now experienced 
them as unkind and cruel. This distancing from a Somali identity could be 
interpreted as way of RYP changing their self-concept to align with their 
new social system and ‘belong’. This interpretation is further illustrated in 
the following quote:
.:.they forgot, yea i f  they like hang around with bad people. Like i f  you 
have a role-model that’s bad... (Nadifa).
Other SARYP saw their exposure to multiple communities as resulting in 
personal growth in their self-concept:
Here, I  just like, I  grow up. Before I  was like a baby, my life it change, 
I  met a lot o f peoples (Fathia).
Fathia’s reference to previously being ‘a baby’ suggests she wishes to 
convey an image of herself as more mature, independent, as less vulnerable, 
a view echoed throughout the SARYP’s accounts.
3.5 Theme Four: Individual Coping Strategies: ‘Being Strong’ 
Reframing for Control and Sense of Agency.
This theme is concerned with privileging the views of the SARYP in 
understanding how they individually coped with the stress of pre-migration
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life and changes during the process of forced resettlement. Two sub-themes 
emerged which are believed to capture their expressed ways of coping:
a. 7  just help myself*  ^-  Efforts of Control Over Internal and External 
Worlds,
As a way of coping with feelings of uncertainty, loss, and powerlessness, all 
of the SARYP seemed to perceive themselves as increasingly responsible 
for re-claiming some control over their internal and external worlds. It 
seemed they perceived their ability or opportunities to rely on others had 
diminished over the process of forced resettlement, due to physical 
separation (e.g. a parent travelling ahead), their family’s lack of 
environmental mastery, or because they were unpredictable (e.g. fluctuating 
‘communities’).
Attempts to gain control over the distress of transitions and separations are 
illustrated by the following quote:
...so I  give them [friends] sweets and money and stuff like that, to say 
good-bye to them. And a picture o f me - So they won't like, really miss 
me. And they can just live without me. And just look at my 
picture...whenever they need it (Amina).
Here the physical giving of gifts and a picture could be seen as easing both 
Amina’s and her friends’ distress, with separation so painful it is almost 
seen as life threatening. Amina’s picture seems to symbolise a continued 
connection, and gifts an expression of continuing love and care.
The SARYPs seemed to frequently engage in avoidance and suppression, 
with their experiences seemingly overwhelming their abilities to process 
what was happening to them:
(Sufia)
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I  call her [friend] and say ‘I ’m going now ’. Because I  can't see her 
crying in front o f me (Sufia).
...keep myself busy so I  don’t have to think about anything bad 
happening to my family (Nadifa).
The belief that negative inner experiences (i.e. emotions and thoughts) need 
to be controlled and concealed was pervasive amongst the SARYP, with 
them going through significant mental and observable efforts to maintain 
this:
Oh when I  feel sad, no-one doesn’t notice me. Always, I  smile...You 
can see my tears are coming but my face is just like, a happy person 
(Fathia).
I start like just being like strong and leaving everything [bullying]. 
Ignore everything other people say, start forgetting everything. So try to 
forget. Be happy and don’t be sad (Sufia).
Here Sufia seems to equate control of inner experiences and external actions 
as way of being ‘strong’, as protective against feelings of vulnerability. All 
of the SARYP engaged in positive self-talk as ways of comforting and 
motivating themselves in the face of hardship and challenges :
Every night when I  go to sleep 7 can go to Uni ’. When I  wake up 7 
can go to - So in my head, lean  like cope with everything (Fathia).
Fathia’s repetition of ‘I can go to Uni’ indicates the amount of effort 
SARYP can expend to maintain a level of self-belief and motivation.
It was noticeable that the ways of coping the SARYP engaged in echoed the 
advice and views of their parents, suggestive that the SARYP had 
internalised familial and possibly cultural ideas around coping:
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...they’d give me advice like ‘just don ’t give them time, just walk away, 
don’t listen to them...’ (Nadifa).
b. Being Proactive and Holding onto Hope -  Selective Focus on the 
Future
Following on from the previous sub-theme all of the SARYP spoke of their 
drive and focus in pursuing further education and careers, with many 
speaking of helping others in similar circumstances to them or going back to 
make a change in Somalia:
1 want to do this, finish school, then go to University, do something 
better for me, for everyone, for my country... become a teacher or 
doctor. So I  like can help more people, especially refugee people - 1 
used to be like, lower class, so I  see I  don’t want that to happen to 
other people (Hassan).
This could be seen as a way of the SARYP coping with their own 
experiences of trauma, loss, and loss of environmental mastery, by working 
towards roles that represent power, respect and kindness, roles which will 
help them re-build their sense of agency and self-efficacy over their worlds.
...don’t give up your education. Even i f  they are bullying you, just be 
like, a strong person, and just go to your way and work hard (Fathia).
Strength and determination is a thread found through all the SARYP’s 
narratives. However there appears a danger when the sole focus on this way 
of coping with forced resettlement can lead to the neglect of their other 
emotional, social and physical needs, and reduce opportunities of receiving 
support from others:
/  don't even take o ff my uniform Ijust go to sleep. I  wake at 5:30 in the 
morning and go to school early... I  go to bed at 2 o ’clock in the night.
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So I ’m tired...I don't like have the chance to speak to anyone... 
Sometimes I ’m so tired, yeah I  don't even eat my food (Sufia).
It seemed that the SARYP felt they had to suppress confusing and difficult 
feelings or memories in order to maintain their sense of agency and ability 
to focus on their future goals:
...remembering makes me kind of, out o f the mood, it makes me - 
confused. So I ’m like, ‘don’t look back, just go forward, do your best, 
learn ’ (Hassan).
Yet they continued to experience intrusions and thoughts about their past 
selves, and turned to links to their past as ways of understanding themselves 
and their journeys:
/  just totally forget about my friends now but at the same time L ean’t 
forget it... But my life, it changed (Fathia).
I  had a diary. And I ’d write every single day what happened - It makes 
me remember, like, what I  wrote, when I  was in Ethiopia and when I 
came here. (Amina).
It therefore seems that the SARYP are engaged in a struggle to process the 
extent and range of their experiences, oscillating in the strategies they adopt 
to try reconcile them with their current lives, self-concept and hopes for the 
future.
3.6 Theme Five: Coping within Relationships, Communities and 
Contexts
This final theme centred on how the SARYP made sense and coped with 
their experiences by drawing strength from the wider systems around them.
It also aims to address the apparently paradoxical world the SARYP 
experience, where on one hand they feel they have to be self-sufficient.
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whilst on the other valuing and wishing for support from others or from 
higher powers. This theme consists of three sub-themes:
a. Coping within Families, Communities and in Continued Connection 
with Others
The SARYP all spoke of the sustenance they experienced in the moments 
they felt connected with or supported by others within their families and 
Somali communities. This appeared to take a physical form in Somalia and 
Ethiopia, where their families’ community provided shelter and protection, 
creating a space of safety for the SARYP:
They [parents] basically put me to a safe place, somewhere you can 
actually stay, somewhere where I  can know people like my friends, 
somewhere where i t ’s safe (Amina).
The SARYP also experienced support from the community and family as 
initiators and facilitators of a sense of belonging, helping them orientate to 
and feel part of their new worlds:
She [from Somali community] came to our house and said, um ‘you 
guys are new here, welcome to Ethiopia. I f  there’s anything we can 
help you with we will try’...that was good. Because she’s actually 
someone you can talk to, you feel that you have friends (Amina).
Whilst friendships were cited as sources of support throughout the process 
of forced resettlement, alternative sources of support changed, moving from 
family and the Somali community in Somalia and Ethiopia, to family and 
community services (school and charity organisations) in the UK. The latter 
is expanded on in sub-theme c.
Connection through continued communication with absent family members 
was perceived as important and comforting to the SARYP across forced 
resettlement, acting as a balm on their inner conflict around being separated:
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... makes it feel better because you... left your Mum behind, and at least 
you ’re getting to talk to her again (Amina).
...we feel like, he [father] might at least be the other side, like a 
shadow, but we can’t see it, but we can hear his voice (Fathia).
The use of the word ‘shadow’ evokes an interpretation that absent others’ 
presence is still felt. It seems that it is this continuity in community and 
family support which may provide a sense comfort and security to the 
SARYP.
b. Muslim Faith as Part o f Daily Life: Control, Safety and Positive Sense 
of Self.
This sub-theme centres on the role the SARYP gave their religious faith in 
making sense of their experiences. When they felt powerless, a belief in a 
higher power helped them to try come to terms with the atrocities they had 
witnessed:
You see my Mum]ust say like, Allah got like everything’, because we 
believe in God, so that’s why we forget it [violence] (Fathia).
Some of the SARYP used prayer to manage their worries, and their faith as 
way of still feeling connected to, and being able to influence, the safety of 
absent others:
...there’s a reason why there’s Ramadan. When you don’t eat and 
drink, it makes you feel how i t ’s like the life for people the way they 
are living on. So you see how it feels....if you give money for charity - 
God will give you better than that - in future...It makes me feel like, 
like I ’m so proud o f myself (Hassan).
Hassan’s quote extends this idea further, where he perceived a religious 
practice as a duty to others, as way of additionally instilling a positive sense
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of self by being able to take up a stance of being caring and effectively 
helpful, a stance which civil war and resettlement had previously 
undermined.
c. Nuanced Investment and Attunement o f Others in Facilitating Coping.
This final sub-theme helps to tease out the nature of support from external 
others which the SARYP found personally meaningful. This took the form 
of supporting the development of SARYP’s personal resources to gain a 
greater sense of mastery, self-belief and belonging (i.e. coming alongside 
their wishes to be the agents of change in their own and others’ lives), whilst 
also meeting their non-verbalised emotional needs within relationships.
When considering what support they perceived would be helpful for new 
SARYP to the UK from their own experiences, all of the SARYP indicated 
their sense of vulnerability, and therefore importance of other’s investment 
in helping them develop a sense of environmental mastery and security:
...it feels like that person’s lost, doesn’t know what to do. So you can 
help that person, show the ways, the ways the system is (Hassan).
The process of facilitating learning of the English language requires 
sensitive and attentive support from teaching and charity professionals (in 
addition to family), with the SARYP feeling their self-confidence needed to 
be built through protected individual support and flexible practice:
‘Cause I  remember, she was year 1, some girl, she just came from  
Somalia, and they were just bullying her yea, and she just 
fainted...That’s why, first o f all you, we have to make like their own 
rooms, so they can teach how to read and write the English... 
(Fathia).
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Many of the SARYP valued the teachers’ and charity professionals’ support 
in facilitating a sense of belonging in their new social world, for example 
through developing a ‘buddy’ system:
■..,she like, helped me make friends as well...she calls that girl to like, 
walk, stay with me the whole day, and then another girl - And we all 
become friends... (Nadifa).
Friendships with their peers were identified as sources of strength in coping 
with challenges of re-settlement (e.g. bullying) and motivation in pursuing 
their goals in self-development:
So others [school peers] are like 'I’m better than you, how can you 
get like A "^ s?! ’ and [ I ’m] like 'cause I  work hard and I ’ve got the help 
o f my friends (Fathia).
It therefore seems the feeling of solidarity, of not being alone, was 
important to these SARYP. All of the SARYP spoke about the desire for 
consistent and constantly available support from the education and charity 
professionals:
Just like help, help them like 24/7, just be beside them (Fathia).
The need to be understood and attended to was prominent, despite their 
difficulty in expressing these needs. Attunement (Stern, 1985) therefore 
seemed important, where professionals needed to be attentive and 
responsive to the SARYP’s non-verbal communication of their emotional 
and physical needs:
Understanding that person, 'cause later i f  you don’t understand that 
person, they ’II feel bad about - being new. Like wanting, wanting to get 
back to the war and that, feel bad, like not understanding about how 
they feel (Nadifa).
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...they don’t have no friends, so look after them, because i f  you just 
ignore that person they might get upset...Just, basically, um, try to 
make the sure that the kids are actually happy (Amina).
The latter quote suggests others need to actively enquire about their 
psychological well-being, as SARYP efforts to control their inner 
experiences, and their difficulty relying on others, may conceal their wish 
for support. The combination of emotional and practical support, from 
people who they felt genuinely cared for them, seemed to hold the most 
value for this group of SARYP:
She’s [charity professional] just like, my big sister and at the same 
time she’s like my teacher (Fathia).
3.7 Focus Group
Analysis of the focus group revealed seven themes (Appendix U). Due to 
the wish to privilege the voices of the SARYP in this study, key focus group 
themes will only be discussed in terms of how they overlap, diverge, expand 
on or respond to SARYP’s accounts. Full analysis of the focus group can be 
found in Appendix V.
The focus group themes mainly focused on the post-migration stage of 
SARYP forced resettlement to the UK, with some consideration of prior 
experiences. Focus group Theme Two: ‘Adjustment to difference’ and 
Theme Three: ‘Struggles with integration’ closely overlaps with the 
Interview IP A Theme Three: ‘Negotiating difference’. Both SARYP and 
professionals indicated multiple differences in culture and society as 
overwhelming and de-skilling, with professionals noticing wider society 
discrimination (as well as from peers) as potentially having a negative 
impact on self-concept. Focus group themes around distancing from or 
aligning with Somali identity (Theme Four a.), expanded on the Interview 
themes around experiencing rejection from those of similar heritage, and
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disconnecting from their past life (IPA Themes Three b. and Four c.). They 
explored how SARYP cope with the complex feelings around their heritage:
...because their identity is not respected, some o f them tend to try 
and move away from their heritage and their identity. And you got 
that inner battle. . . (Head o f Year).
The Focus group Theme Four b. (‘Concealment’) also overlapped with 
Interview IP A Theme 4 a. (‘Efforts of control over internal and external 
worlds...), where suppression and concealment were identified as ways of 
coping. Professionals suggested this could corriplicate access to support as 
they only have behavioural cues to respond to:
So acting out... arguing with the teacher - is a way o f not only getting 
out all those feelings that you have, but also then getting support 
afterwards... (Pastoral support worker).
...the problem is that the behavioural signs are the tip o f the 
iceberg... (Mental health practitioner).
The focus group explored how the ‘Coping’ Interview themes (IPA theme 
four and five) could be understood and positively responded to by UK 
services, in the ‘How can UK services help?’ focus group theme. The strong 
wish of SARYP for self-agency and self-efficacy was expanded on in 
Focus group Theme Seven ‘Supporting integration and psychological well- 
being’, with sub-themes around increasing sense of mastery, and a focus on 
strengths and resilience as ways Of increasing positive self-concept:
...being able to own, who they are, and who they are out o f what they 
have experienced and the strengths that come from that (Mental 
health practitioner).
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Celebration of cultural diversity and identity (Focus group Theme Seven b.) 
was a method suggested by which to facilitate belonging and friendships, 
which the SARYP identified as important (IPA Theme Six c. ‘Nuanced 
investment and attunement of others...). Professionals suggested this may 
overcome the limitations of suppression and distancing, with the embracing 
of their cultural identity leading to a more coherent positive sense of self:
Your identity are your roots and from there, unless you know yourself, 
then everything else kind o f falls into place (Head o f Year).
Focus group Theme Six (‘Ideas for SARYP and community engagement’) 
offers ideas on how to acknowledge and overcome misalignment around 
norms of disclosure, cultural differences in understanding mental health, 
and the offering of support (Focus group Theme 5 b. and c.). It incorporates 
the SARYP wishes for more attuned and sensitive support from others (IPA 
Interviews Theme 6 c.). Ideas included outreach through active enquiry of 
their experiences (Theme Six c.) and the creation of opportunities to share 
within trusting relationships (Theme Six b ):
All they want is somebody who cares enough to sit down and listen to 
what they got to say (Head o f Year).
However the professionals also expressed apprehension of addressing 
distress in the SARYP:
My role is not to... re-traumatise people and drag their... You know. 
I'm not a therapist and I  don't think that's appropriate (Charity family 
support worker).
The focus group themes revealed thinking around wider service delivery, 
suggesting a paradigm shift in service models, delivery and roles is needed 
to effectively support SARYP and their families (Theme Seven b.). In 
particular, a move away from individual problem-focused orientations
Helena Kaliniecka - Portfolio Volume 1 193
RESEARCH DOSSIER Major Research Project
which are based in clinics, to collective strengths-focused orientations 
which are community-based was identified. These ideas align with the 
SARYP ways of coping within communities and connections with others 
(IPA Interview Theme 6 a.) and acknowledge how forced resettlement has 
challenged bonds within systems (IPA Interview Theme 3 c.):
One o f the kids here said ‘when I  was in Somalia, we used to sit 
around and tell stories, while here i t ’s every man to themselves ’ so, if  
you have the group, again they will come together and they’ll be 
telling stories... (Head o f Year).
The focus group themes therefore suggested front-line services’ awareness 
of the pervasive themes found in the SARYP’s accounts of the struggle for 
agency, self-identity and cohesion, and connectedness with others. The 
discussion also appeared to elicit deeper consideration about the 
appropriateness, sensitivity and effectiveness of current service support for 
this group of young people, and the need to adapt practice.
4. DISCUSSION
4.1 Overview
This study aimed to explore how Somali accompanied refugee young people 
(SARYP) experienced and coped with the process of forced resettlement. IPA 
analysis of the interviews identified five master themes, and TA analysis of 
the focus group indentified seven master themes. How each of the master 
themes (and associated focus group themes) link with existing theory and 
research will now be discussed. The clinical practice and service development 
implications of the findings, limitations of this study, and suggestions for 
future research will also be considered.
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4.2 Theme One: Pre-migration: Threat as Ever-Present
Many of the SARYP spoke about the presence of danger in their pre­
migration lives, leading to a sense of vulnerability and powerlessness. It is 
therefore likely that their attachment systems were frequently activated to 
seek safety and containment. However deactivation by caregivers was 
challenged through their constant movement to avoid harm (De Haene et al., 
2010a). Such challenging of attachment relationships has been suggested to 
disrupt hope processes (Yohani & Larsen, 2009), which could be reflected 
in the SARYP’s reports of struggling to continue using their distraction 
coping strategies.
The feelings of powerlessness, and the two SARYP’s experiences of flash­
backs and nightmares, could be conceptualised within a PTSD framework, 
where the SARYP abilities to integrate and cope with their experiences were 
overwhelmed (American Psychiatric Association, ‘Diagnostic and Statistical 
Manual of Mental Disorders’, 2000). It is possible that media images and 
community conversation contributed to a ‘dose-effect’ (e.g. Halcon et a l, 
2004), triggering trauma symptoms for one particular SARYP.
4.3 Theme Two: Forced Resettlement as Affecting Interpersonal 
Connections, Attachments, and Roles
Loss and separation from others possibly disrupted proximal processes in 
the microsystem level of early child development (Bronfennbrenner, 2005). 
The SARYP’s reactions (such a sense of abandonment) reflect previous 
research’s emphasis that accompanied RYP are not necessarily protected 
against psychological distress and experiences of separation (Ellis et a l, 
2008). All of the SARYP were anxious to build nurturing relationships with 
others throughout the process of forced resettlement, relationships in which 
to feel safe and make sense of their experiences (Bowlby, 1977). This may 
reflect the ‘safety’ and ‘love/belonging’ needs in Maslow’s (1943) 
hierarchy. The latter was extended into their wider social environment, with 
a sense of lack of belonging with their school peers leading to a yearning for
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their old attachment to pre-migration environments (Van Bcke, 2005). Low 
perceptions of school belonging has previously been associated with high 
rates of depression in research with Somali RYP (Kia-Keating & Ellis, 
2007).
The S ARYP cognitive re-framing of their resettlement experiences through 
social comparison with others less fortunate has been suggested as a way of 
making meaning of resettlement difficulties, and securing a sense of 
purpose, in qualitative research with African UAMs (Goodman, 2004; Ni 
Raghallaigh & Gilligan, 2010). Their sense of responsibility in being 
successful in their lives for the benefit of others, a common finding in RYP 
research (e.g. McCarthy & Marks, 2010), could be perceived as the 
SARYP’s attempt to reconcile inner conflict around leaving loved ones by 
taking an active role in creating change. Mental health is perceived as 
intertwined with family and community in Somali culture (Johnsdotter et 
ah, 2011). The SARYP may have been sensitive to their success possibly 
being a source of hope for their parents (Almqvist & Hwang, 1999).
The SARYP recalling multiple losses and attempts to reorient to their 
changed social environments could be considered as akin to the oscillation 
between a loss-orientation and restoration-orientation in Stroebe and Schut’s 
(2001) Dual Process Model of bereavement.
Change in family communication, norms and roles were keenly noticed by 
the SARYP. Whilst distress is traditionally managed within families (Guerin 
et a l, 2003) the process of forced resettlement was seen to put strain on 
family cohesiveness, and create greater inter-generational conflict over 
traditional female gender roles (with SARYP girls distancing themselves 
from these roles; Valentine & Sporton, 2009). These are acculturation 
factors associated with increased psychological problems in RYP (e.g. 
Kovacev & Shute, 2004). Research suggests that RYP are exposed to 
different experiences and acculturate faster than their parents (an issue also 
highlighted by front-line service professionals in the focus group), which
Helena Kaliniecka - Portfolio Volume 1 196
RESEARCH DOSSIER Major Research Project
can contribute to experiences of acculturative stress, particularly for girls 
(Guerin a/., 2003; Lustig e/a/., 2004).
Some of the SARYP chose to conceal their resettlement difficulties (e.g. 
bullying) from their parents. This could be understood within an avoidant 
attachment frame-work, where instability in their relationships may have led 
to self-reliance (Ainsworth & Bowlby, 1991). These acts could also be 
understood as the SARYP not wishing to burden their family (as found in 
immigrant population literature; e.g. Dogra g/ a l, 2010), reflecting how the 
RYP are conscious of and impacted by wider difficulties in their exosystem 
(e.g. parent experiences) (Bronfenbrenner, 2005). Whilst research suggests 
that the family supportive context weakens over time, especially for girls 
(McMichael g/ a l, 2011), the role of normal adolescent development tasks 
of autonomy should also be considered, which themselves may be 
complicated by resettlement stressors for SARYP (Ellis et a l, 2010b):
4.4 Theme Three: Forced Resettlement as Negotiating Difference: 
Struggles to Develop Sense of Self
Loss of environmental and social mastery (as observed by both the SARYP 
and professionals) was experienced as distressing, with Montgomery and 
Foldspang (2008) finding a mutual association between these experiences, 
discrimination and mental health in RYP. The changes potentially 
threatened the SARYP’s developmental needs of ‘safety’ and ‘esteem’ 
(Maslow, 1943) and the identity development stage of ‘industry versus 
inferiority’ (Erikson, 1968). The SARYP’s negative evaluations of 
themselves based on these difficulties align with Taylor and Doherty’s 
(2005) findings of an association between second language difficulties and a 
sub-cultural identity in immigrant young people. Stress may develop from 
the discrepancy in the SARYP’s abilities to meet the demands of their new 
environments (i.e. lack of Person-Environment Fit; Caplan et a l, 1975). 
Distress could be further contextualised within Somali society norms where 
verbal eloquence and humour are valued ways of demonstrating leadership
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qualities and countering criticism (Centres for Disease Control and 
Prevention, 2008).
All of the SARYP spoke of the distress of experiencing discrimination from 
Ethiopian and/or UK populations across multiple levels of their social 
identity (as found in previous research; Ellis et a l, 2008). Their religion and 
refugee status were targeted in particular. The school context was identified 
as a place where they felt disconnected from the UK community, with 
school belonging having been found in previous research to account for a 
high proportion of variation in RYP’s self-efficacy (Kia-Keating & Ellis, 
2007). The focus group themes also acknowledged how Somali refugee 
communities are specifically discriminated against in UK society, therefore 
the host society’s hierarchy of favoured immigrant groups (macrosystem; 
Bronfenbrenner, 2005) can be seen to have an influence on SARYP 
experiences (Polek e/flf/., 2010).
The SARYP accounts suggested a struggle over their self-identity. Their 
forced resettlement experiences potentially complicated the development 
stage of ‘identity versus role confusion’ (Erikson, 1968). Both in the 
Interviews and Focus group, the SARYP were observed to distance 
themselves from or become rigidly ascribed, to their cultural heritage (i.e. a 
countercultural action), in order to create a sense of belonging and buffer 
against discrimination. These could map onto the assimilation and 
separation acculturation strategies (Berry, 2001), both of which have been 
found to inversely increase RYP vulnerability to discrimination (Viruell- 
Fuentes, 2007).
The struggle to consolidate pride in self-identity has been associated with 
increased anxiety and perceptions of lack of safety in SARYP, with social 
identity being found as a moderator between mental health and 
discrimination (Ellis et a l, 2010b). According to labelling theory (Becker, 
1963) the SARYP are therefore vulnerable to internal devaluation (as 
suggested in their accounts) as their cultural identities and behaviours are
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ascribed derogatory labels and perceived as ‘deviant’ from the majority 
macrosystem cultural norms. Perceived discrimination has been found to be 
the biggest predictor of depression over post-migration and acculturative 
stressors in SARYP (Ellis et a l, 2008). The current study’s findings 
therefore align with Schwartz et al*s (2010) suggestion that acculturation 
should be conceptualised as multilevel, with perceptions of the refugees, the 
immigration history of the resettlement country, and degree of 
discrimination experiences also heavily impacting on acculturative stress.
Despite these struggles in negotiating difference, all of the SARYP wished 
to relate to others, and convey an image of strength and resilience. Some 
indicated personal growth in self-perceptions, and epistemology in the way 
they think, which Papadopoulos (2007) would term Adversity Activated 
Development (AAD).
4.5 Theme Four: Individual Coping Strategies: ‘Being Strong’ 
Reframing for Control and Sense of Agency
All of the SARYP spoke of striving for control and agency across their 
resettlement experiences, also found in other research with Somali RYP 
(Ellis et a l, 2010a). These concepts are suggested to be central to 
psychological well-being in RYP (Correa-Velez et a/., 2010). The SARYP 
appeared to be engaging in active rather than passive coping styles (Colic- 
Peisker & Tilbury, 2003), cognitively reframing their situation (as found in 
qualitative research with adult refugees; Khawaja et a l, 2008) to maintain a 
positive perception of their internal resources and sense of self.
Throughout the interviews and focus group the SARYP were perceived as 
wishing to be active agents in improving theirs and others lives (as found in 
previous research with RYP; e.g. McCarthy & Marks, 2010), with the 
SARYP conveying new perceptions of themselves and their purposes in life 
following the adversity they had overcome. Papodopoulos (2007) would 
term this as AAD, with Valentine and Sporton’s (2009) research interpreting 
such self-perceptions as ways Somali RYP manage their struggle over
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identity . The SARYP’s focus on the future, positivity, and pursuit of helping 
professions, is consistent with previous research findings with RYP as ways 
of securing a sense of purpose and hope across the process of forced 
resettlement (e.g. Poppitt & Frey, 2007; Schweitzer et a l, 2007; Whittaker 
et al 2005). Moral attitudes and hope have been associated with high levels 
of post-traumatic growth in a quantitative study with Somali adult refugees 
(Kroo & Nagy, 2011).
However, Rutter (1993) expresses caution in not overlooking potential 
underlying distress masked by RYP overcompensating in particular areas, 
which may present as resilience. It may be a strategy to avoid distress by 
suppressing distressing memories and thoughts, as reflected by the 
Interview and Focus group themes. These experiences were previously 
reported as helping perseverance and reducing loneliness by UAMs (e.g. 
Goodman, 2004), with internalising difficulties found as common in RYP in 
the early stages of resettlement (Montgomery, 2008). Positive (re)appraisals 
and affect are suggested to support coping in Strobe and Schuf s (2001) 
Dual Process Model of bereavement, though avoidance of negative affect is 
suggested to inhibit development.
The self-reliance and internal locus of control expressed by the SARYP, and 
potential difficulty in emotion regulation, could be a possible expression of 
anxious attachment patterns (Ainsworth & Bowlby, 1991), developed from 
the SARYP’s experiences of separation from caregivers, family 
acculturative stress, and multiple changes in community (some of whom 
were hostile). This would suggest the SARYP lacked confidence in others’ 
ability to support them, therefore avoiding seeking external support, 
although they might wish for this.
All of the SARYP conveyed deliberate efforts of concealment of their 
difficulties from others. This approach could be attributable to Somali 
cultural norms around expression of emotional distress as weakness and the 
need to be strong (Whittaker et a l, 2005), and self-disclosure withheld so as
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to not burden others (Ellis et a l, 2010a). However, previous research 
findings also suggest Somali RYP fear not being understood (Ellis et a l, 
2010a). Family patterns around silencing and avoidance of past negative 
experiences decrease refugee parents’ attunement to their children’s 
emotional needs and efforts of meaning-making, which can lead to RYP 
concealing their forced resettlement experiences (Almqvist & Hwang, 
1999). The long-term effects of such coping strategies are unknown, 
although Hunter (2001) suggests they may eventually be harmful to 
psychological well-being.
These findings conflict with the SARYP’s longing for past activities (e.g. 
story-telling) and attempts to review their journeys, suggesting a struggle in 
integrating and reconciling their range of experiences and emotional 
responses during the process of forced resettlement. This may be a struggle 
which is mirrored in the mesosystem and exosystem around them (e.g. with 
family, school, and peers; Bronfenbrenner, 2005).
4.6 Theme Five: Coping within Relationships, Communities and 
Contexts
Despite expressions of self-reliance, all the SARYP spoke of how they 
valued feeling connected with and supported by others within their families 
and Somali communities, particularly in the earlier phases of forced 
resettlement. This tension between concealment and family/community 
support has been recognised by adult Somali refugees in previous research 
(Whittaker et a l, 2005). External systems seemed to support the SARYP’s 
expressed developmental physiological needs (e.g. somewhere to sleep), 
safety (e.g. against violence) and love/belonging (e.g. during transition in 
Ethiopia) in Maslow’s (1943) hierarchy. Flexibility of social support from, 
and cohesion with, family and multiple communities have been found to be 
a significant predictor of greater psychological well-being in refugees 
(Kovacev & Shute, 2004; Schweitzer et a l, 2006). It is also associated with 
post-traumatic growth in Somali adult refugees (Kroo & Nagy, 2011), and 
found to be protective of RYP against acculturative stress and psychological
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problems for up to 9 years following resettlement (e.g. Bhui et a l, 2003; 
Montgomery, 2008).
When social and familial networks are strong, the SARYP’s accounts 
suggest they would draw from these traditional Somali sources of coping, 
which hold the power to promote or inhibit psychological well-being 
(Jorden et a l, 2009; Palmer, 2007). Continued contact with absent loved 
ones appeared to help the SARYP to draw on internal representations of 
secure family relationships, restoring emotional closeness despite 
experiences of separation and adversity. The ability to hold onto internal 
representations has been found to have a similar impact on relationships in 
research with refugee parents (De Haene et a l , 2010a).
The desire for constant, genuine relationships in which their difficulties 
were actively enquired after could be understood as the SARYP wishing for 
attuned, secure attachments with others to make sense of their experiences 
and explore their environment (Bowlby, 1977). Both Focus group and 
Interview themes acknowledged the SARYP’s wish for others to sensitively 
facilitate their development of environmental and social mastery; to increase 
their self-belief and sense of belonging in the host culture. This fits with an 
ecological approach where positive child development is attributed to the 
development of strong emotional attachments with people who support them 
to engage in increasingly more difficult activities over time (Bronfenbrenner 
& Morris, 1998), with resilience and coping mechanisms fostered within 
interpersonal contexts.
The findings suggested that upon resettlement in the UK the SARYP wished 
for support from others outside of the family and Somali communities (e.g. 
teachers and charity professionals) to pursue their esteem and self- 
actualisation needs within Maslow’s (1943) hierarchy. This may be due to 
the differential experiences of discrimination and rates of acculturation 
compared to their parents, which may obstruct familial sources of support. 
As found in the current study, research suggests RYP can continue to
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function well (e,g, in academia; Rousseau & Drapeau, 2003) despite internal 
distress, so external others may be unaware of these needs, and/or, as found 
in the focus group, nervous of how to manage these (Yohani, 2010).
A belief in God seemed to partially absolve the SARYP’s feelings of 
responsibility and guilt around traumatic events, providing a structure to 
make sense of their experiences and remain meaningfully connected with 
others. Similar findings were found in Schweitzer a/.’s (2007) qualitative 
research with Sudanese adult refugees. Religion was not given as much 
prominence in the SARYP accounts compared to research with adult Somali 
refugees (e.g. Guerin gr a l, 2004). However, prayer was still suggested by the 
SARYP to help them cope with worry and sadness (as previously found in 
research with Somali adult refugees; Halcon et a l, 2004), and religious 
practices appeared to instil a sense of self-worth in the male SARYP. This 
may link with Walsh’s (2003) findings that religious belief systems contribute 
to resilience. Friendships were also found to be sources of coping and 
resilience in the current study, with previous research finding positive peer 
relationships as related to greater self-esteem and adjustment (Lustig et a l,
2004).
4.7 Implications for Clinical Practice, Service Development and Policy
The findings suggest that the SARYP experienced a broad range of 
psychosocial and relational challenges across the process of forced 
resettlement, to which they actively responded to using a range of coping 
strategies.
The themes suggest approaches should not be problem-focused, nor 
problem-blind. Somali cultural expressions and management of distress 
needs to be acknowledged (e.g. a family focus and not wishing to burden 
others) but power of stigma also recognised, with family not necessarily a 
source of support as is Somali tradition due to different rates of 
acculturation and nature of experiences (e.g. bullying from peers). 
Supporting families and communities requires a holistic, multi-agency and 
strengths-focused approach to align with the SARYP’s existing coping
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strategies in pursuing self-agency and narratives of resilience, building their 
confidence in social and academic areas as well as mental health.
However the impact of traumatic experiences, disrupted attachments and 
discrimination also need to be considered. Self-reliance may be a possible 
expression of anxious attachment patterns as well as a cultural norm, where 
relationships with others have been challenged or experienced as threatening 
(Ainsworth & Bowlby, 1991). Attachment and social relationships are 
fundamental in the development of a cohesive sense of identity (Rice, 
1990), something all the SARYP struggled with. All the SARYP expressed 
the wish for nurturing and attuned relationships. Therefore space to develop 
these, and a positive social identity, could be central to SARYP 
psychological well-being.
Existing research proposes the need for more culturally appropriate, 
community-focused services, with interventions which consider resilience. 
Strengths and a widened scope beyond therapies to explore preventative, 
psychosocial, and structural changes in aiding integration (Fazel et al., 
2009; Halcon et a l, 2004). This includes supporting adaptive systems that 
already exist. Miller and Rasco (2004) review an empirical base suggesting 
that clinic-based services are limited in their capacity to address the broad 
and potentially high psychological needs, emphasising the need to involve 
community members and charity services to support refugees via two 
parallel processes; a) managing trauma, and b) capacity building of 
communities in managing resettlement stressors.
The current study’s implications are considered within Bronfenbrenner’s 
(2005) ecological model and Miller and Rasco’s (2004) proposed six 
principles of community psychology (see Figure 3.). Papadopoulos’ (2004) 
Trauma Grid is also a helpful way to consider the range of consequences for 
SARYP following their experiences, (negative, neutral = resilience, and 
positive = AAD) across individual, family, community, and socio-cultural 
levels to inform therapeutic approaches.
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Ecological Principles
1. “Psychological problems reflect the poor fit between the demands 
of people’s settings and the adaptive resources to which they have 
access.
2. ...interventions should prioritise and address problems that are of 
concern to community members...
3. ...preventions should be prioritised over treatment...generally more 
effective, cost-effieient, and humane...
4. Local values and beliefs about psychological well-being and 
distress should be incorporated into...community-based 
interventions.
5. ...ecological interventions should be integrated into existing 
community settings and activities to enhance community 
participation...
6. Capacity building, rather than direct service provision by mental 
health professionals, should be an intervention priority...reflects 
the ecological focus on empowerment”.
Figure 3. Miller & Rasco’s (2004, pp.376) six principles.
Individual (microsystem)
Therapeutic Care
Central to the SARYP’s accounts was the wish for attuned, containing 
relationships. Therefore the development of caring relationships should be 
prioritised before formal therapeutic activities commenced (Principle 2). 
Ehntholt and Yule (2008) suggest time should be taken to develop trust, and 
the SARYP’s pace of healing from their experiences should be respeeted. A 
‘therapeutic witnessing’ stance (Blackwell, 1997) aligns with 
Papadopoulos’ (2002) concept of therapeutic care. Goodman (2004) 
recommends repressive coping (i.e. emotional avoidance) strategies should
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initially not be challenged until RYP feel secure enough to explore 
alternative, possibly more adaptive, ways of coping where they are able to 
relocate their losses emotionally to develop new identities, roles and 
relationships (Stroebe & Schut, 2001).
Exploration o f Culture and Faith
Space should be created to explore help-seeking barriers, such as the 
SARYP’s conflict between wishing for support but advocating concealment 
(Whittaker 2005). Somali cultural beliefs around child development, 
expression and management of psychological distress, and how these have 
been impacted by the process of forced resettlement, should be considered 
(Ehntholt & Yule, 2006). Groen (2009) recommends ‘cultural formulation’ 
to explore individuals’ relationships with cultural norms, expectations and 
identities (Principle 4). Brune al (2002) found that when therapeutic 
interventions were valued by refugees, religious belief systems were helpful 
to the process only if they were not too rigidj therefore inhibiting ability to 
reflect. Erikson’s (1968) identity developmental stages may not fit with 
other cultural views of child development, with a broader approach which 
focuses on social competence and cultural meaning-making recommended 
by Garbarino and Kostelny (1996).
Therapeuticlnterventions
A focus on agency, strengths, resilience, integration of experiences, and 
acknowledgement of socio-political and cultural factors were central in the 
SARYP and Focus group accounts as being important to SARYP 
developing a positive self-concept and psychological well-being (Principle 
2). These factors are actively explored in narrative and testimonial therapies, 
which have been found to be acceptable and feasible among RYP (Lustig & 
Tennakoon, 2008). Narrative Exposure Therapy (KIDNET) was found to be 
effective in reducing PTSD and depression in a small-scale study of six 
Somali RYP, maintaining its effects at nine-month follow-up (Onyut et a l,
2005). However a dominance of Western models in MHS, and a paucity of 
literature on the clinical effectiveness of MHS and therapies with RYP
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remain. Michelson and Sclare’s (2009) service utilization study 
recommends integrating meeting RYP’s complex psychological and social 
needs through greater outreach work (Principle 5; discussed further below).
Family and Peers (microsystem/mesosystem)
Therapeutic Interventions
In consideration of the SARYP’s wishes to feel connected with others, and 
their expressed interpersonal difficulties or coping strategies with family 
and peers; family and group interventions (rather than individual) require 
further exploration. For example, running Somali fathers and sons days 
(Thorpe, 2007). RYP peer group approaches remain limited to a few small- 
scale CBT studies (e.g. Ehntholt et a l, 2005). Weine et a l (2006) suggests a 
family-based ecological approach which promotes flexibility of family 
beliefs and rules to build collaboration within families and with services to 
support RYP. This is suggested to repair attunement through increased 
communication of daily issues, and use of parent networks to support each 
other. Denborough (2006, 2008, 2010) also offers a number of narrative 
interventions through which collective and strengths-focused perspectives 
are centralised, and intergenerational conflict of refugee families 
contextualised. These group/family interventions are currently in the process 
of being evaluated, however are perhaps more aligned to Somali cultural 
beliefs of problems not being located within the individual (Scuglik et a l, 
2007).
Targeting Discrimination
Lustig (2010) suggests connection with cultural heritage helps to stabilise 
RYP development within multiple systems. Whilst bi-cultural identities are 
associated with greater psychological well-being (Phinney et a l, 2001), 
numerous costs are also associated in navigating this. Blackwell and Melzak 
(2000) suggest continuity between cultures should be facilitated to aid 
internal cultural integration, inerease positive self-coneept, and ameliorate 
distress. Therefore celebration in school of all young people’s difference 
and diversity, and exploration of similarities, is suggested as possibly
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preventative of discrimination and ‘othering’. For example, Chiumento et 
ûf/. (2011) supported RYP’s integration through joint projects with British 
peers, which emphasised the universality of some experiences (such as 
bullying), reducing their loneliness and isolation.
Community (microsystem/mesosystem)
School-based Interventions
O’Shea et a l (2000) found that refugee families remained engaged with 
MHS following transfer from school-settings to CAMHS, therefore school 
poses a central position in providing and linking services. Developing 
school-based mental health programmes allows for intervention on multiple 
ecological levels, such as RYP’s adjustment and mental health difficulties, 
addressing many of Miller and Rasco’s (2004) principles (Lustig, 2010).
Literature suggests community services should offer child-centred, self- 
empowering activities (e.g. problem-solving, reflection). These activities, 
and unconditional support in working towards their goals within reciprocal 
relationships with significant people (e.g. teachers, charity professionals), 
have been suggested to facilitate hope and help RYP cope with environment 
and community changes (McCarthy & Marks, 2010; Yohani, 2010; Yohani 
& Larsen, 2009). Such programmes which support RYP to develop coping 
strategies, language capacity, sense of belonging, and control over their 
difficulties, have been found to be valuable and effective by both RYP and 
educational staff alike (e.g. Chiumento et a l, 2011), increasing 
collaboration between families, charities, MHS professionals and school. 
However, greater consideration in how to engage Somali families may be 
needed, as strong connections between family and school do not exist in 
Somali culture (Guerin et a l, 2003). Also such services remain small-scale, 
with generalisation of findings limited.
Strengthening Links between Mesosystems
In the context of current resource constraints in the NHS, and the expressed 
issues of the SARYP in the current study, strengthening community
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structures and services (e.g. charities) has been suggested as the most 
effective way of reaching large groups of vulnerable RYP (De Jong et a l, 
2000) (Principles 2 and 4). Lane and Tribe (2010) suggest that there are 
many overlooked formal and informal service providers which support 
mental health in the community, therefore flexibility in, and collaboration 
between, different types of support should be explored (Ellis et a/., 2010a). 
Ellis et a l ’s (2010a) study suggests culturally appropriate service 
development is achieved through being informed by all key gateway 
providers (religious leaders who families consult, family, and school).
Multi-agency collaboration and flexibility also increases RYP engagement 
with MHS (e.g. Chiumento et a l, 2011). Suspicion of MHS, lack of cultural 
alignment in conceptualisation, and RYP concealment could contribute to 
parents and adults not identifying mental health problems in RYP (e.g. Ellis 
et a l, 2010a; Montgomery, 2008). Relative merits and preferences between 
Somali (e.g. cultural knowledge) and non-Somali (e.g. outside of 
community so greater sense of confidentiality) professionals in engaging 
SARYP and their families have been found (e.g. Whittaker er a l, 2005). 
Aligning with focus group suggestions, mental health co-ordinators or peer- 
workers from the Somali community could be beneficial for liaison and 
collaboration between parties (Guerin et a l, 2004). This would help MHS 
learn about Somali culture and the active discussions and concerns in the 
Somali community (Johnsdotter et a l, 2011), and in return enable the 
offering of NHS MHS, and consideration of ways of adapting service 
delivery and tackling stigma (Whittaker e/a/., 2005).
Training, Supervision, and Consultation with Multi-Agency Professionals and 
Peer-Workers
Gibson (2002) found RYP were willing to explore diffieulties with those they 
trusted and felt were curious of their culture, but would not seek out support 
from professionals to do this. Therefore active enquiry from front-line service 
professionals, mental health co-ordinators, or peer-workers is necessary. 
However, as found in the current study, these people can feel anxiety and lack
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guidance over how to manage and respond to the difficult issues raised by 
RYP (e.g. Yohani, 2010). Additionally, whilst teachers have been found to be 
able to detect and refer RYP for externalised distress (O’Shea et a l, 2000), 
their ability to do this for internalised and coneealed distress is less clear.
There therefore appears a two-way opportunity for training, supervision, and 
consultation as a preventative initiative (Principle 3), to enable everyone to 
effectively enquire after, contain and respond to SARYP’s experiences 
(Prineiple 6). This could include psycho-education of SARYP’s common 
psychological and adjustment issues (as valued by teachers in Chiumento et 
a/.’s study; 2011), how resettlement experiences may have impacted on 
development (Davies & Webb, 2000), and to increase cultural competence 
(Henley & Robinson, 2011). Supervision and consultation can also create 
space for reflection on workers’ assumptions (e.g. cultural), emotional 
reactions, and practice (Gorman e/ a l, 2003), and to nurture a hopeful stance 
important when working with RYP (Yohani, 2010).
Policy (exosystem/macrosystem)
The World Health Organisation’s (2004) ‘Prevention of mental disorders: 
Effective interventions and policy options summary report’ encourages 
ecological and family approaches in improving mental health and 
behavioural problems in RYP, which should inform local service and policy 
development. The Department of Health’s (2010) ‘New Horizons: 
Confident Communities, Brighter Futures’ report provides a framework for 
improving mental health and well-being in the community through the 
building of strengths, resilience and social capital, emphasising more 
preventative and early interventions compared to previous government 
policies. However refugees in general and RYP specifically are not well 
represented in this document.
Polices could therefore be improved through adopting community 
development-based approaches, being more informed through outreach 
with, and partnerships between, different agencies and stakeholders in order
Helena Kaliniecka - Portfolio Volume 1 210
RESEARCH DOSSIER Major Research Project
to develop health-enabling community contexts. Lane and Tribe (2010) 
provide guidance on conducting community engagement to improve health 
(The National Institute for Health and Clinical Excellence, 2008) with black 
and minority ethnic communities.
4.8 Limitations and Future Research
The current study aimed to develop an in-depth and meaningful exploration 
of SARYP perspectives on the phenomenon of forced resettlement. 
Although all five transcripts were individually analysed in-depth, the 
inclusion of five participants has meant detail and nuances have inevitably 
been lost in order to develop master themes across all of the transcripts (e.g. 
the male participant’s discussion of political issues in Somalia in 
comparison to the female participants). Future research would benefit from 
the use of case studies to allow for greater detail and quality when reporting 
findings (Smith a/., 2009).
The homogeneity of the sample, in terms of gender, may be a possible 
limitation in the current study. Literature suggests gender differences may 
exist in experiences of family relationships, culture, perceived 
discrimination and expression of psychological distress (Ellis et a l , 2010b; 
Guerin et a/.,2003; McMichael et a l, 2011) whilst other researeh suggests 
little differences (Montgomery & Foldspang, 2008). Further exploration of 
male SARYP experiences should be considered in future qualitative 
research.
It should be acknowledged that the findings may only be relevant to 
comparable, local refugee populations (Smith et a l, 2009). This study is 
therefore considered to be the first phase of on-going research using different 
samples. The implication of this study’s findings for SARYP later in life and 
other groups of RYP needs further exploration (e.g. of how cultural 
socialisation occurs), including increased use of longitudinal research. The 
SARYP volunteered to participate in the current study, potentially reflecting 
specific active coping styles. Participatory action research therefore may be
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beneficial to engage non-volunteering populations. In addition, exploration of 
family perspectives on SARYP experiences would also have been desirable if 
adopting a thorough eeological approach (Lustig, 2010).
Final possible limitations were the cross-eultural nature of the study, and not 
interviewing the participants in their first language. This may have lead to 
culture-specific concepts and nuances being overlooked or misunderstood, 
and aspeets of their accounts of their experiences being constrained or 
withheld. Efforts to minimise the impact of these factors were taken by; a) 
the researcher gaining credibility and trustworthiness through being 
introduced by a charity professional who had strong relationships with the 
SARYP, and spending time at the charity bases interacting with the SARYP 
and their families, b) participants were given the choice of which language 
they would like to speak through offering an interpreter (as recommended 
by Hall, 2004), with all participants choosing to speak English, which 
appeared sufficiently fluent, c) the interview schedule and research 
documentation were community-informed, and member-checking of the 
findings was conducted by the researcher with the participants, d) the 
researcher read literature and had discussions with Somali RYP, parents, 
charity professionals and the Somali interpreter to develop an understanding 
of Somali culture, and e) the research aims and process were carefully 
explained to the interpreter so she understood the nature of information 
required (as recommended by Adamson & Donovan, 2002; e.g. to give a 
concept equivalence rather than literal translation), and involving her as a 
culture broker (link between two cultures; Raval, 2005) to privilege Somali 
concepts. Only two participants used the interpreter as back-up, and 
required this support in-frequently in the interviews. However the use of bi- 
cultural researchers may be beneficial in future research.
4.9 Conclusion
To the researcher’s knowledge, this was the first study that explored SARYP 
(13-19 years old) experienees of the whole process of forced resettlement. 
The SARYP identified loss of, challenges to, and wish for others to support
Helena Kaliniecka - Portfolio Volume 1 212
RESEARCH DOSSIER Major Research Project
them in restoring self-agency, environmental mastery, sense of belonging, 
and relationships to increase their psychological well-being. Such support 
may subsequently enable them to process their experiences. Whilst this study 
aims to encourage Western professionals to reflect on the themes in their 
cross-cultural practice, further work is needed to develop feasible and 
effective approaches in helping SARYP, their families and front-line services 
to manage the SARYP’s experiences of loss, separation, trauma, 
discrimination, family changes, and adjustment to new communities and 
environments.
Helena Kaliniecka - Portfolio Volume 1 213
RESEARCH DOSSIER Major Research Project
REFERENCES
Adamson, J. & Donovan, J.L. (2002). Research in black and white. 
Qualitative Health Research. 12{6),^\6-^25.
Ainsworth, M.S., & Bowlby, J. (1991). An ethological approach to 
personality development. American Psychologist, 46{A), 333-341.
Almqvist, K., & Hwang, P. (1999). Iranian refugees in Sweden: Coping 
processes in children and their families. Childhood: A Global Journal o f 
Child Research, 6(2), 167-188.
American Psychiatric Association. (2000). Diagnostic and statistical 
manual o f mental disorders (4th edn., text rev.). Washington, DC: American 
Psychiatric Association.
Arnot, M., Pinson, H., & Candappa, M. (2009). Compassion, caring and 
justice: Teachers' strategies to maintain moral integrity in the face of 
national hostility to the “non-citizen”. Educational Review, 61(3), 249-264.
Barenbaum, J., Ruchkin, V., & Schwab-Stone, M. (2004). The psychosocial 
aspects of children exposed to war: practiee and policy initiatives. Journal 
O f Child Psychology And Psychiatry, 45(1), 41-62.
Becker, H.S. (1963). Outsiders: Studies in the Sociology o f Deviance. New 
York: The Free Press.
Berry, J.W. (2001). A psyehology of immigration. Journal O f Social Issues, 
67(3), 615-631.
Bhaskar, R. (1977). A realist theory o f science. Hemel Hempstead: 
Harvester.
Helena Kaliniecka - Portfolio Volume 1 214
RESEARCH DOSSIER Major Research Project
Bhui, K., Abdi, A., Abdi, M., Pereira, S., Dualeh, M., Robertson, D., et a l 
(2003). Traumatic events, migration characteristics and psychiatrie 
symptoms among Somali refugees: Preliminary communication. Social 
Psychiatry and Psychiatric Epidemiology, 38{\), 35-43.
Birman, D., Trickett, E., & Buchanan, R. M. (2005). A Tale of Two Cities: 
Replication of a Study on the Acculturation and Adaptation of Immigrant 
Adolescents From the Former Soviet Union in a Different Community 
Context. American Journal o f Community Psychology, 3 5{\-2), 83-101.
Blackwell, D. (1997) ‘Holding, containing and bearing witness: the problem 
of helpfulness in encounters in torture survivors’. Journal o f Social Work 
Practice, 11 (2), ^\-^9.
Blackwell, D., & Melzak, S. (2000). Far from the battle but still at war: 
Troubled refugee children in school London, UK: Child Psychotherapy 
Trust.
Bowlby, J. (1977). The making and breaking of affectional bonds: I. 
Aetiology and psychopathology in the light of attachment theory. The 
British Journal o f Psychiatry, 130,20\-2\0.
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 5(2), 77-101.
Bronfenbrenner, U. (2005). Making human beings human: Bioecological 
perspectives on human development. Thousand Oaks: Sage Publieations.
Bronfenbrenner, U., & Morris, P. A. (1998). The ecology of developmental 
processes. In W. Damon & R. M. Lemer (Eds.), Handbook o f child 
psychology: Volume 1: Theoretical models o f human development (5th edn., 
pp.993-1028). Hoboken, NJ US: John Wiley & Sons Inc.
Helena Kaliniecka - Portfolio Volume 1 215
RESEARCH DOSSIER Major Research Project
Brune, M., Haasen, C., Krausz, M., Yagdiran, O., Bustôs, E., & Eisenman, 
D. (2002). Belief systems as coping factors for traumatized refugees: A pilot 
study. European Psychiatry, 77(8), 451-458. ■ ;
Caplan, R.D., Cobb, S., French, J.R.P., Van Harrison, R. & Pinneau, S.R. 
(\91S). Job demands and worker health. Cincinnati, OH: National Institute 
for Occupational Safety and Health.
Centers for Disease Control and Prevention. (2008). Promoting cultural 
sensitivity: A practical guide for tuberculosis programs that provide 
services to persons from Somalia. AxXmidi, GA: U.S. Department of Health 
and Human Services.
Chiumento, A., Nelki, J., Dutton, C., & Hughes, G. (2011). School-based 
mental health service for refugee and asylum seeking children: Multi­
agency working, lessons for good practice. Journal o f Public Mental Health, 
70(3), 164-177.
Colic-Peisker, V. & Tilbury, F. (2003). ‘“Active” and “passive” 
resettlement: The influence of host culture, support services, and refugees’ 
own resources on the choice of resettlement style. International Migration 
4^7,61-91.
Cooper, M.L., Shaver, P.R., & Collins, N.L. (1998). Attachment styles, 
emotion regulation, and adjustment in adolescence. Journal o f Personality 
and Social Psychology, 7^(5), 1380-1397.
Correa-Velez, I., Gifford, S.M., & Barnett, A.G. (2010). Longing to belong: 
Social inclusion and wellbeing among youth with refugee backgrounds in 
the first three years in Melbourne, Australia. Social Science & Medicine, 
77(8), 1399-1408.
Helena Kaliniecka - Portfolio Volume 1 216
RESEARCH DOSSIER Major Research Project
Cutcliffe, J.R. & McKenna, H. (1999). Establishing the credibility of 
qualitative research findings: the plot thickens. Journal o f  Advanced 
Nursing, 30(2), 374-380.
Dota Protect/on Act J99S. (1998) London: Stationery Office.
Davies, M., & Webb, E. (2000). Promoting the psychological well-being of 
refugee children. Clinical Child Psychology and Psychiatry, 5(4), 541-554.
de Anstiss, H., Ziaian, T., Procter, N., Warland, J., & Baghurst, P. (2009). 
Help-seeking for mental health problems in young refugees: A review of the 
literature with implications for policy, practice, and research. Transcultural 
Psychiatry, 46(4), 584-607.
De Haene, L., Grietens, H., & Verschueren, K. (2007). From symptom to 
context: A review of the literature on refugee children's mental health. 
Hellenic Journal o f Psychology, 4(3), 233-256.
De Haene, L., Grietens, H., & Verschueren, K. (2010a). Adult attachment in 
the context of refugee traumatisation: The impact of organized violence and 
forced separation on parental states of mind regarding attachment. 
Attachment & Human Development, 12(3), 249-264.
De Haene, L., Grietens, H., & Verschueren, K. (2010b). Holding harm: 
Narrative methods in mental health research on refugee trauma. Qualitative 
Health Research, 20(12), \664-\616.
De Jong, K., Mulhem, M., Ford, N., van der Kam, S., & Kleber R. (2000). 
The trauma of war in Sierra Leone. Lancet. 355, 2067-2070.
Denborough, D. (2006). Trauma: Narrative responses to traumatic 
experience. Adelaide: Dulwich Centre Publications.
Helena Kaliniecka - Portfolio Volume I 217
RESEARCH DOSSIER Major Research Project
Denborough, D. (2008). Collective Narrative Practice: Responding to 
individuals, groups and communities who have experienced trauma. 
Adelaide: Dulwich Centre Publications.
Denborough, D. (2010). Kite o f Life: From intergenerational conflict to 
intergenerational alliance. Adelaide: Dulwich Centre Publications.
Department of Health (2010). New Horizons. Confident Communities, 
Brighter Futures: A framework for developing well-being. London: HMSO.
Derluyn, I., Mels, C., & Broekaert, E. (2009). Mental health problems in 
separated refugee adolescents. Journal o f Adolescent Health, 44(3), 291- 
297.
Dion, K.L. (2001). Immigrants' perceptions of housing discrimination in 
Toronto: The Housing New Canadians Vxo]qqX. Journal o f Social Issues, 
57(3),523-539.
Dogra, N., Karim, K. & Ronzoni, P. (2010). Migration and its effects on 
child mental health. In D. Bhugra & S. Gupta (Eds.). Migration and mental 
health, (pp. 196-208). Cambridge University Press.
Ehntholt, K.A., Smith, P.A., & Yule, W. (2005). School-based cognitive- 
behavioural therapy group intervention for refugee children who have 
experienced war-related trauma. Clinical Child Psychology and Psychiatry, 
70(2), 235-250.
Ehntholt, K.A., & Yule, W. (2006). Praetitioner Review: Assessment and 
treatment of refugee children and adolescents who have experienced war- 
related trauma. Journal o f Child Psychology and Psychiatry, 47{\2), 1197- 
1210 .
Helena Kaliniecka - Portfolio Volume 1 218
RESEARCH DOSSIER Major Research Project
Elliott, R., Fischer, C.T. & Rennie, D.L. ( 1999). Evolving guidelines for 
publication of qualitative research studies in psychology arid related fields. 
British Journal o f Clinical Psychology, 38, 215-299.
Ellis, B., Lincoln, A. K., Chamey, M. E., Ford-Paz, R., Benson, M., & 
Strunin, L. (2010a). Mental health service utilization of Somali adolescents: 
Religion, community, and school as gateways to healing. Transcultural 
Psychiatry, 47(5), l%9-^\\.
Ellis, B., MacDonald, H.Z., Klunk-Gillis, J., Lincoln, A., Strunin, L., & 
Cabral, H.J. (2010b). Discrimination and mental health among Somali 
refugee adolescents: The role of acculturation and gender. American 
Journal o f Orthopsychiatry, 80(4), 564-575.
Ellis, B., MacDonald, H.Z., Lincoln, A.K., & Cabral, H.J. (2008). Mental 
health of Somali adolescent refugees: The role of trauma, stress, and 
perceived discrimination. Journal o f Consulting and Clinical Psychology, 
76(2), 184-193.
Erikson, E.H. (1968). Identity: youth and crisis. Oxford England: Norton & 
Co.
Fazel, M., Doll, H., & Stein, A. (2009). A school-based mental health 
intervention for refugee children: An exploratory study. Clinical Child 
Psychology and Psychiatry, 14(2), 297-309.
Fazel, M. & Stein, A. (2002). The mental health of refugee children. 
Archives o f Disease in Childhood, 87, 366-70.
Fazel, M., Wheeler, J., & Danesh, J. (2005). Prevalence of serious mental 
disorder in 7000 refugees resettled in western countries: A systematic 
XQNiQSN. The Lancet, 365(9461), \399-\3\4.
Helena Kaliniecka - Portfolio Volume 1 219
RESEARCH DOSSIER Major Research Project
Garbarino, J., & Kostelny, K. (1996). What do we need to know to 
understand children in war and community violence? In R. J. Apfel & B. 
Simon (fds.). Minefields in their hearts: The mental health o f children in 
war and communal violence, (pp.33-51). New Haven, CT US: Yale 
University Press.
Gibson, B.C. (2002). The impact of political violence: Adaptation and 
identity development in Bosnian adolescent refugees. Smith College Studies 
In Social Work, 73(1), 29-50.
Goodman, J.H. (2004). Coping With Trauma and Hardship Among 
Unaccompanied Refugee Youths From Sudan. Qualitative Health Research, 
14(9), n i l -1196.
Gorman, D., Brough, M. & Ramirez, E. (2003). How young people from 
linguistically diverse backgrounds experience mental health: Some insights 
for mental health nurses. International Journal o f Mental Health Nursing, 
72(3), 194-202.
Groen, S. (2009). Recognizing cultural identity in mental health care: 
Rethinking the cultural formulation of a Somali patient. Transcultural 
Psychiatry, 46(3), 451-462.
Guerin, B., Abdi, A., & Geurin, P. (2003). Experiences with the medical and 
health systems for Somali refugees living in Hamilton. New Zealand 
Journal o f Psychology, 32(1),21-32.
Guerin, B., Guerin, P., Diiriye, R.O., & Yates, S. (2004). Somali 
conceptions and expectations concerning mental health: Some guidelines for 
mental health professionals. New Zealand Journal o f Psychology, 33(2), 59- 
67.
Helena Kaliniecka - Portfolio Volume 1 220
RESEARCH DOSSIER Major Research Project
Halcon, L.L., Robertson, C.L., Savik, K., Johnson, D.R., Spring, M. A., 
Butcher, J.N., et a l (2004). Trauma and coping in Somali and Oromo 
TQfugQQyouth. Journal o f Adolescent Health, 35(\), 11-25.
Hall, R.A. (2004). Inside out: Some notes on carrying out feminist research 
in cross-cultural interviews with South Asian women immigration 
applicants. International Journal o f Social Research Methodology 7(2), 
127-141.
Harris, H. (2004). The Somali community in the UK: What we know and 
how we know it. Information Centre about Asylum and Refugees in the UK 
(ICAR).
Hart, R. (2009). Child refugees, trauma and education: Interactionist 
considerations on social and emotional needs and development. Educational 
Psychology in Practice, 25(A), 35\-36%.
Henley, J., & Robinson, J. (2011). Mental health issues among refugee 
children and adolescents. Clinical Psychologist, 15(2), 51-62.
Hepinstall, E., Sethna, V. & Taylor, E. (2004). PTSD and depression in 
refugee children: Associations with pre-migration and post-migration stress. 
European Child and Adolescent Psychiatry, 13, 373-380.
Hinton, D.E., & Lewis-Fernandez, R. (2010). Idioms of distress among 
trauma survivors: Subtypes and clinical utility. Culture, Medicine and 
Psychiatry, 34(2), 209-21^.
Hodes, M. (2000). Psychological distressed refugee children in the United 
Kingdom. Child Psychology & Psychiatry Review, 5(2), 57-68.
Hodes, M., Jagdev, D., Chandra, N., & Cunniff, A. (2008). Risk and 
resilience for psychological distress amongst unaccompanied asylum
Helena Kaliniecka - Portfolio Volume 1 221
RESEARCH DOSSIER Major Research Project
seeking adolescents. Journal o f Child Psychology And Psychiatry, 49(1), 
723-732. '
Hofstra, J., van Gudenhoven, J.P., & Buunk, B.P. (2005). Attachment styles 
and majority members' attitudes towards adaptation strategies of 
immigrants. International Journal o f Intercultural Relations, 29(5), 601- 
619.
Hollifield, M., Warner, T.D., Lian, N., Krakow, B., Jenkins, J.H., Kesler, J., 
et al. (2002). Measuring trauma and health status in refugees: A critical 
review. Journal o f the American Medical Association, 288(5), 611-
621.
Howard, M., & Hodes, M. (2000). Psychopathology, adversity, and service 
utilization of young refugees. Journal o f the American Academy o f Child & 
Adolescent Psychiatry, 29(3), 36^-311.
Hunt, L.M., Schneider, S., & Comer, B. (2004). Should 'acculturation' be a 
variable in health research? A critical review of research on US Hispanics. 
Social Science & Medicine, 59(5), 973-986.
Hunter, A.J. (2001).Across-cultural comparison of resilience in adolescents. 
Journal o f Pediatric Nursing, 16,3, 172-179.
Information Centre about asylum and refugees (ICAR) (2007). ICAR 
briefing: The Somali refugee community in the UK. Retrieved on 2 January 
2012, from h ttp : / /w w w .ic a r .o r g .u k /d o w n lo a d .php? id = 354
Jaranson, J.M., Butcher, J., Halcon, L., Johnson, D., Robertson, C., Savik, 
K., et al. (2004). Somali and Oromo Refugees: Correlates of Torture and 
Trauma History. American Journal o f Public Health, 94(A), 591-598.
Helena Kaliniecka - Portfolio Volume 1 222
RESEARCH DOSSIER Major Research Project
Jentsch, B. (1998). The ‘interpreter effect’: Rendering interpreters visible in 
eross-cultural research methodology. Journal o f European Social Policy, 8 
(4), 275-289.
Jeppsson, O., & Hjem, A. (2005). Traumatic stress in context: A study of 
unaccompanied minors from Southern Sudan. In D. Ingleby (Ed.) Forced 
migration and mental health: Rethinking the care o f refugees and displaced 
persons (pp.67-80). New York, NY US: Springer Publishing Company.
Johnsdotter, S., Ingvarsdotter, K., Ostman, M., & Carlbom, A. (2011). 
Koran reading and negotiation with jinn: Strategies to deal with mental ill 
health among Swedish Somalis. Mental Health, Religion & Culture, 74(8), 
741-755.
Jorden, S., Matheson, K., & Anisman, H. (2009). Supportive and 
unsupportive social interactions in relation to cultural adaptation and 
psychological distress among Somali refugees exposed to collective or 
personal traumas. Journal o f Cross-Cultural Psychology, 40(5), 853-874.
Khawaja, N.G., White, K.M., Schweitzer, R., & Greenslade, J. (2008). 
Difficulties and coping strategies of Sudanese refugees: A qualitative 
Transcultural Psychiatry, 45Q),A%9-5\2.
Kia-Keating, M., & Ellis, B.H. (2007). Belonging and connection to school 
in resettlement: Young refugees, school belonging, and psychosocial 
adjustment. Clinical Child Psychology and Psychiatry, 72(1), 29-43.
Kitzinger, J. (1995). Introducing focus groups. British Medical Journal, 
577, 299-302.
Kovacev, L., & Shute, R. (2004). Acculturation and social support in 
relation to psychosocial adjustment of adolescent refugees resettled in
Helena Kaliniecka - Portfolio Volume 1 223
RESEARCH DOSSIER Major Research Project
Australia. International Journal o f Behavioral Development, 28{3), 259- 
267.
Kroo, A., & Nagy, H. (2011). Posttraumatic growth among traumatized 
Somali refugees in Hungary. Journal o f Loss and Trauma, 16(5), 440-458.
Krueger, R.A., & Casey, M.A. (2000). Focus groups: A practical guide for 
(3rd edn.). Thousand Oaks, CA: Sage.
Lane, P., & Tribe, R. (2010). Following NICE 2008: a practical guide for 
health professionals: community engagement with local black and minority 
ethnic (BME) community groups. Diversity in Health and Care, 7(2), 105- 
114.
Lustig, S.L. (2010). An ecological framework for the refugee experience: 
What is the impact on child development? In G. W. Evans & T. D. Wachs 
(Eds.) C/2005 and its influence on children's development: An ecological 
perspective (pp.239-25I). Washington, DC US: American Psychological 
Association.
Lustig, S.L., Kia-Keating, M., Knight, W., Geltman, P., Ellis, H., Kinzie, J., 
et a l (2004). Review of child and adolescent refugee mental health. Journal 
O f The American Academy O f Child & Adolescent Psychiatry, 43(1), 24-36.
Lustig, S.L., & Tennakoon, L. (2008). Testimonials, narratives, stories, and 
drawings: Child refugees as witnesses. Child and Adolescent Psychiatric 
Clinics o f North America, 17(3), 569-584.
Maslow, A.H. (1943). A theory of human motivation. Psychological 
Review, 50(A), 370-396.
Helena Kaliniecka - Portfolio Volume 1 224
RESEARCH DOSSIER Major Research Project
McCarthy, C., & Marks, D.F. (2010). Exploring the health and well-being 
of refugee and asylum seeking children. Journal o f Health Psychology, 
A%4% 586^#5.
McMichael, C., Gifford, S.M., & Correa-Velez, I. (2011). Negotiating 
family, navigating resettlement: Family connectedness amongst resettled 
youth with refugee backgrounds living in Melbourne, Australia. Journal o f 
Youth Studies, 14(2), \19-\95.
Michelson, D., & Sclare, I. (2009). Psychological needs, service utilization 
and provision of care in a specialist mental health clinic for young refugees: 
A comparative study. Clinical Child Psychology and Psychiatry, 14{2), 273- 
296.
Mikulincer, M., & Shaver, P.R. (2001). Attachment theory and intergroup 
bias: Evidence that priming the secure base schema attenuates negative 
reactions to out-groups. Journal o f Personality and Social Psychology, 
57(1), 97-115.
Miller, K.E. (1999). Rethinking a familiar model: Psychotherapy and the 
mental health of refugees. Journal O f Contemporary Psychotherapy, 2P(4), 
283-306.
Miller, K.E., & Rasco, L.M. (2004). The mental health o f refugees: 
Ecological approaches to healing and adaptation. Mahwah, NJ US: 
Lawrence Erlbaum Associates Publishers.
Minas, H., & Silove, D. (2001). Transcultural and refugee psychiatry. In S. 
Bloch & B. S. Singh (Eds.) Foundations o f clinical psychiatry (2nd edn., 
pp.475-490). Melbourne University Publishing.
Molesworth, S. & Crome, LB. (2010). What’s special about young people? 
Practitioners’ views: A qualitative study of staff working in a Tier 3 and 4
Helena Kaliniecka - Portfolio Volume 1 225
RESEARCH DOSSIER Major Research Project
addictions service for young people. Journal o f Mental Health and 
Substance Use.
Montgomery, E. (2008). Long-term effects of organized violence on young 
Middle Eastern refugees' mental health. Social Science & Medicine, 67(10), 
1596-1603.
Montgomery, E. (2010). Trauma and resilience in young refugees: A 9-year 
follow-up study. Development and Psychopathology, 22(2), 477-489.
Montgomery, E., & Foldspang, A. (2006). Validity of PTSD in a sample of 
refugee children: Can a separate diagnostic entity be justified?. 
International Journal O f Methods In Psychiatric Research, 75(2), 64-74.
Murphy, D., Ndegwa, D., Kanani, A., Rojas-Jaimes, C., & Webster, A. 
(2002). Mental health of refugees in inner-London. Psychiatric Bulletin, 
26(6), 222-224.
National Institute for Health and Clinical Excellence (NICE) (2008). 
Community Engagement to Improve Health. London: NICE.
Ni Raghallaigh, M., & Gilligan, R. (2010). Active survival in the lives of 
unaccompanied minors: Coping strategies, resilience, and the relevance of 
religion. Child & Family Social Work, 75(2), 226-237.
Norris, F. H., & Stevens, S. P. (2007). Community resilience and the 
principles of mass trauma intervention. Psychiatry: Interpersonal and 
Biological Processes, 70(4), 320-32^.
Onyut, L.P., Neuner, F., Schauer, E., Ertl, V., Odenwald, M., Schauer, M., 
et al. (2005). Narrative Exposure Therapy as a treatment for child war 
survivors with posttraumatic stress disorder: Two case reports and a pilot 
study in an African refugee settlement. BMC Psychiatry, 5.
Helena Kaliniecka - Portfolio Volume 1 226
RESEARCH DOSSIER Major Research Project
O'Shea, B., Hodes, M., Down, G., & Bramley, J. (2000), A school-based 
mental health service for refugee children. Clinical Child Psychology and 
Psychiatry, 5(2), \^9-20\.
Padilla, A.M. (1980). The role of cultural awareness and ethnic loyalty in 
acculturation. In A.M. Padilla (Ed.) Acculturation: Theory, models and 
some new findings (pp.47-84). Boulder, CO: Westview.
Palmer, D. (2006). Imperfect prescription: Mental health perceptions, 
experiences and challenges faced by the Somali community in the London 
Borough of Camden and service responses to them. Primary Care Mental 
Health, 4{\), 45-56.
Palmer, D. (2007). Caught between inequality and stigma: The impact of 
psychosocial factors and stigma on the mental health of Somali forced 
migrants in the London Borough of Camden. Diversity in Health and Social 
Care, 4, 777-191.
Papadopoulos, R. (2002). Therapeutic care for refugees: No place like home. 
London; Kamac.
Papadopoulos, R. (2004) ‘Trauma in a systemic perspective: Theoretical, 
organisational and clinical dimensions ’. Unpublished manuscript.
Papadopoulos, R. K. (2007). Refugees, trauma and Adversity-Activated 
Development. European Journal o f Psychotherapy and Counselling, 9(3), 
301-312.
Phinney, J.S., Horenczyk, G., Liebkind, K., & Vedder, P. (2001). Ethnic 
identity, immigration, and well-being: An interactional perspective. Journal 
o f Social Issues, 57(3), 493-510.
Helena Kaliniecka - Portfolio Volume 1 227
RESEARCH DOSSIER Major Research Project
Polek, E., Wôhrle, J., & van Oudenhoven, J.P. (2010). The role of 
attachment styles, perceived discrimination, and cultural distance in 
adjustment of German and Eastern European immigrants in the Netherlands. 
Cross-Cultural Research: The Journal o f Comparative Social Science, 
44(1), 60-88.
Poppitt, G., & Frey, R. (2007). Sudanese adolescent refugees: Acculturation 
and acculturative stress. Australian Journal O f Guidance And Counselling, 
77(2), 160-181.
Potter, J. & Wetherell, M. {\9%1). Discourse and social psychology: beyond 
attitudes and behaviour. London: Sage.
Prilleltensky, I. (1993). The immigration experience of Latin American 
families: Research and action on perceived risk and protective factors. 
Canadian Journal o f Community Mental Health, 12(2), 101-116.
Pynoos, R.S., Steinberg, A.M., & Piacentini, J.C. (1999). A developmental 
psychopathology model of childhood traumatic stress and intersection with 
anxiety disorders. Biological Psychiatry, 46(11), 1542-1554.
Raval, H. (2005). Being Heard and Understood in the Context of Seeking 
Asylum and Refuge: Communicating with the Help of Bilingual Co­
workers. Clinical Child Psychology and Psychiatry, 10(2), 197-216.
Rice, K.G. (1990). Attachment in adolescence: A narrative and meta- 
analytic review. Journal o f Youth and Adolescence, 19(5), 511-538.
Ripley, A. (2008). The unthinkable. New York: Three Rivers Press.
Rousseau, C., Drapeau, A., & Rahimi, S. (2003). The complexity of trauma 
response: A 4-year follow-up of adolescent Cambodian refugees. Child 
Abuse & Neglect, 27(11), 1277-1290.
Helena Kaliniecka - Portfolio Volume 1 228
RESEARCH DOSSIER Major Research Project
Rousseau, C., Said, T.M., Gagné, M.J., & Bibeau, G. (1998). Resilience in 
unaccompanied minors from the north of Somalia. Psychoanalytic Review, 
55(4), 615-637.
Rutter M. (1993). Resilience: Some conceptual considerations. Journal o f 
Adolescent Health, 14, 626-631.
Rutter, J. (2003). Supporting refugee children in the 2P^ century Britain: A 
compendium o f essential information. Stoke on Trent: Trentham Books.
Sack, W.H., Clarke, G.N., & Seeley, J. (1996). Multiple forms of stress in 
Cambodian adolescent refugees. Child Development, 67(1), 107-116.
Sack, W.H., Him, C., & Dickason, D. (1999). Twelve-year follow-up study 
of Khmer youths who suffered massive war trauma as children. Journal o f 
the American Academy o f Child & Adolescent Psychiatry, 55(9), 1173- 
1179.
Sam, D.L., & Berry, J.W. (1995). Acculturative stress among young 
immigrants in Norway. Scandinavian Journal o f Psychology, 56(1), 10-24.
Schwartz, S.J., Unger, J.B., Zamboanga, B.L., & Szapocznik, J. (2010). 
Rethinking the concept of acculturation: Implications for theory and 
xcsQdLXoh. American Psychologist, 65{4), 231-25\.
Schweitzer, R., Greenslade, J., & Kagee, A. (2007). Coping and resilience 
in refugees from the Sudan: A narrative account. Australian and New 
Zealand Journal o f Psychiatry, 41(3), 282-288.
Schweitzer, R., Melville, P., Steel, Z., & Lâcherez, P. (2006). Trauma, post­
migration living difficulties, and social support as predictors of 
psychological adjustment in resettled Sudanese refugees. Australian and 
New Zealand Journal O f Psychiatry, 40(2), 179-187.
Helena Kaliniecka - Portfolio Volume 1 229
RESEARCH DOSSIER Major Research Project
Scuglik, D.L., Alarcon, R.D., Lapeyre, A.C., Williams, M.D., & Logan, 
K.M. (2007). When the poetry no longer rhymes: Mental health issues 
among Somali immigrants in the USA. Transcultural Psychiatry, 44(4), 
581-595.
Silove, D. (2001). A conceptual framework for mass trauma: Implications 
for adaptation, intervention and debriefing. In B. Raphael & J. Wilson 
(Eds.) Psychological debriefing: Theory, practice and evidence (pp.337- 
350). Cambridge, UK: Cambridge University Press.
Silove, D., Manicavasagar, V., Coello, M., & Aroche, J. (2005). PTSD, 
depression, and acculturation. Intervention: International Journal o f Mental 
Health, Psychosocial Work & Counselling In Areas o f Armed Conflict, 5(1), 
46-50.
Smith, J.A., & Eatough, V. (2007). Interpretative phenomenological 
analysis. In E. Lyons & A. Coyle (Eds.) Analysing qualitative data in 
psychology, (pp.35-50). Thousand Oaks, CA: Sage Publications Ltd.
Smith, J.A., Flowers, P. & Larkin, M. (2009). Interpretative 
phenomenological analysis: Theory, method and research. London: Sage 
Publications.
Smith, J.A. & Osborn, M. (2008). Interpretative phenomenological analysis. 
In J.A. Smith (Ed.) Qualitative psychology: A practical guide to methods 
(2nd edn.). London: Sage.
Smith, P.K., Cowie, H. & Blades, M. (2003). Understanding children’s 
development (4^  ^edn.). Oxford: Blackwell Publishing.
Smith, T.B., Rodriguez, M.M.D., & Bernal, G. (2011). Culture. In J.C. 
Norcross (Ed.) Psychotherapy relationships that work: Evidence-based
Helena Kaliniecka - Portfolio Volume 1 230
RESEARCH DOSSIER Major Research Project
responsiveness (2nd edn., pp.316-335). New York, NY US: Oxford 
University Press.
Stroebe, M.S., & Schut, H. (2001). Meaning making in the dual process 
model of coping with bereavement. In R.A. Neimeyer (Ed.) Meaning 
reconstruction & the experience o f loss (pp.55-73). Washington, DC US: 
American Psychological Association.
Summerfield, D. (1999). A critique of seven assumptions behind 
psychological trauma programmes in war-affected areas. Social Science & 
Medicine, 48(10), \449-\462.
Summerfield, D. (2000). Childhood, war, refugeedom and 'trauma': Three 
core questions for mental health professionals. Transcultural Psychiatry, 
57(3), 417-433.
Taylor, T., & Doherty, A. (2005). Adolescent sport, recreation and physical 
education: Experiences of recent arrivals to Canada. Sport, Education and 
70(2), 211-238.
Tempany, M. (2009). What research tells us about the mental health and 
psychosocial wellbeing of Sudanese refugees: A literature review. 
Transcultural Psychiatry, 46(2), 300-3\5.
Thorpe, S. (2007). Spanning continents. Community Care, 1661, 36-37.
Tobin, G.A. & Begley, C.M. (2004). Methodological rigour within a 
qualitative framework. Journal o f Advanced Nursing, 48, 388-396.
Tomkins, L., & Eatough, V. (2010). Reflecting on the use of IP A with focus 
groups: Pitfalls and potentials. Qualitative Research in Psychology, 7(3), 
244-262.
Helena Kaliniecka - Portfolio Volume 1 231
RESEARCH DOSSIER Major Research Project
Tribe, R. (2002). Mental health of refugees and asylum-seekers. Advances 
in Psychiatric Treatment 240-241.
Tribe, R; (2007). Health pluralism: a more appropriate alternative to western 
models for therapy in the context of the civil conflict and natural disaster in 
hdivkdP Journal o f Refugee Studies, 20{\),2 \-36 .
United Nations High Commissioner for Refugees (UNHCR) (2007). The 
1951 convention: Questions and answers. Retrieved on 6 November 2011, 
from http://www.unhcr.org/refworld/docid/47a7078dd.html.
UNHCR (2010). 2009 global trends: Refugees, asylum-seekers, returnees, 
internally displaced and stateless persons. Retrieved on 2 February 2012, 
from
http://www.humansecuritygateway.eom/documents/UNHCR_2009GlobalTr
endsRefugeesAsylumSeekersReturneesIntemallyDisplacedAndStatelessPe
rsons.pdf
UNHCR (20\2). UNHCR country operations profile: Somalia. Retrieved on 
5 March 2012, from http://www.unhcr.org/pages/49e483ad6.html
Valentine, G., & Sporton, D. (2009). 'How other people see you, it's like 
nothing that's inside': The impact of processes of disidentification and 
disavowal on young people's subjectivities. Sociology, 45(4), 735-751.
van Ecke, Y. (2005). Immigration from an attachment perspective. Social 
Behavior and Personality, 33(5), 461-416.
Viruell-Fuentes, E.A. (2007). Beyond acculturation: immigration,
discrimination, and health research among Mexicans in the United States. 
Social science & medicine (1982), 65 (7), 1524-35.
Helena Kaliniecka - Portfolio Volume 1 232
RESEARCH DOSSIER Major Research Project
Walsh, F. (2003). Family resilience: Strengths forged through adversity. In 
F. Walsh (Ed.) Normal family processes: Growing diversity and complexity 
(pp.399-423). New York: Guilford Press.
Walsh, V. {2006). Strengthening family resilience (2nd edn.). New York, 
NY: Guilford Press.
Webster, A., & Robertson, M. (2007). Can community psychology meet the 
needs of refugees?. The Psychologist, 20(3), 156-158.
Weine, S., Feetham, S., Kulauzovic, Y., Knafl, K., Besic, S., Klebic, A., et 
al. (2006). A family beliefs framework for socially and culturally specific 
preventive interventions with refugee youths and families. American 
Journal o f Orthopsychiatry, 76(1), 1-9.
White, K., & Lehman, D.R. (2005). Culture and Social Comparison 
Seeking: The Role of Self-Motives. Personality and Social Psychology 
W/gfm, 57(2), 232-242.
Whittaker, S., Hardy, G., Lewis, K., & Buchan, L. (2005). An Exploration 
of Psychological Well-being with Young Somali Refugee and Asylum- 
seeker Women. Clinical Child Psychology and Psychiatry, 76(2), 177-196.
World Health Organization. (2004). Prevention o f mental disorders. 
Effective interventions and policy options: Summary report. Geneva: World 
Health Organization.
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology & 
Health, 15(2), 2\5-22^.
Yardley, L. (2008). Demonstrating validity in qualitative psychology. In 
J.A. Smith (Ed.) Qualitative Psychology: a practical guide to research
nd
methods (2 edn, pp.235-251). Los Angeles, Sage.
Helena Kaliniecka - Portfolio Volume 1 233
RESEARCH DOSSIER Major Research Project
Yohani, S. (2010). Nurturing hope in refugee children during early years of 
post-war adjustment. Children and Youth Services Review, 32(6), 865-873.
Yohani, S.C., & Larsen, D.J. (2009). Hope lives in the heart: Refugee and 
immigrant children's perceptions of hope and hope-engendering sources 
during early years of adjustment. Canadian Journal o f Counselling, 45(4), 
246-264.
Yule, W. (2002). Alleviating the effects of war and displacement on 
children. Traumatology, 5, 25-43.
Helena Kaliniecka - Portfolio Volume 1 234
RESEARCH DOSSIER Major Research Project
Appendix A. Focus Group Method
A.l Qualitative Methodology
There is little research that explores front-line service providers’ 
experiences and practices (Yohani, 2010), therefore a qualitative
methodology was chosen for this study to allow for wider exploration of
their experiences.
Thematic Analysis
Thematic Analysis (TA; Braun & Clarke, 2006) is a qualitative method that 
aims to organise and richly describe themes. Following Braun and Clarke’s 
(2006) recommendation the researcher explicitly considered and adopted a 
critical realist and inductive approach, therefore keeping the same 
ontological and epistemological position adopted for the SARYP interviews.
Whilst the study focuses on the SARYP’s experiences of forced
resettlement, the researcher was also interested in how services in the
community which work directly with this population interpreted, understood 
and responded to these experiences to contextualise the findings. Therefore 
TA was considered to be a suitable method by adopting a rich semantic 
thematic approach in explicating the dominant themes in the data, and for 
considering the broader implications and significance of these. Braun and 
Clarke (2006) recommend this approach to TA when investigating under­
researched views.
Previous studies using TA and focus groups as the method of data collection 
indicated that TA is suitable for exploring the knowledge and understanding 
of people who work with young people on a day-to-day basis (e.g. 
Molesworth & Crome, 2010). TA is also sensitive to exploring values across 
sub-cultures (Braun & Clarke, 2006), which may differ between front-line 
service professionals and the refugee populations they work with.
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A.2 Participants 
Sampling and Recruitment
Purposeful sampling was conducted identifying professionals from the 
charity and school within which it worked, and the NHS mental health 
services, who had minimum of six months experience of working in their 
service and with refugees. The researcher disseminated information to the 
professionals via an information sheet (Appendix G).
Situation of the Sample
Six participants indicated that they would be interested in taking part, of 
which four actually completed the focus group. Two participants worked in 
education services, one in the charity, and otic previously in the NHS. Table 
3 provides further contextualising information to help situate the 
participants.
A.3 Data Collection Methods and Materials
A focus group was used as it is a convenient method that utilises group 
interaction in exploring group norms and cultural values, participants’ 
experiences, attitudes and knowledge using everyday communication 
methods (Kitzinger, 1995). It was therefore considered an appropriate 
method for exploring different realities the professionals had about 
SARYP’s experiences of forced resettlement, and suitable support (Krueger 
& Casey, 2000).
The researcher developed questions for the focus group following a format 
recommended by Krueger and Casey (2000). The questions sought to elicit 
front-line service professional’s perspectives and understanding of how 
SARYP process and negotiate the process of forced resettlement, their 
responses to the IP A themes, and how services could better support this 
population (Appendix J)
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Position Service Ethnicity Length of 
time in 
service
Experience of 
working with 
refugees
Family
Support
Worker
Salusbury
WORLD
White
British
4 years Supporting refugee 
young people and their 
families in school and 
at home.
Head of Year School Black
African
5 years As a teacher in an area 
with a large population 
of Somali students.
Pastoral Care
Support
Worker
School White
British
3 years In the classroom with 
a large population of 
Somali students.
Consultant 
Clinical 
Psychologist 
and Family 
Therapist
NHS MHS 
and Private 
practice
White
African
Over 10 
years
In the Gatwick 
Detention Centre
Table 3. Contextualising information of participants 
A.4 Procedure
The focus group lasted 75 minutes and took place in the school where the 
charity operates. The focus group was audio-recorded. Prior to the focus 
group, informed consent was obtained from the participants (Appendix H). 
All of the participants were given a debrief sheet following the focus group 
(Appendix I). The researcher took ‘a backseat’ to allow discussions amongst 
the professionals to naturally occur while following the questions devised 
(Kitzinger, 1995).
Ethical Considerations
Favourable ethical opinion was also obtained from the Faculty of Arts and 
Human Sciences Ethics Committee (see Appendix N).
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Anonymity and Confidentiality
The necessity for confidentiality and anonymity of the young people 
discussed was explained to participants before the focus group took place, 
and their agreement to this was formally recorded in the consent form. 
Anonymity was sought throughout the study. Real names were only present 
on the consent forms, which were only seen by the researcher. All 
identifiable names and information were changed so that participants cotild 
not be identified from their interview. All of the information was stored in 
accordance with the Data Protection Act (1998).
A.5 Data Analysis
The audio recordings were transcribed verbatim and analysed using 
guidelines from Braun and Clarke (2006). The researcher immersed 
themselves by listening to the audio and repeated reading of the transcript, 
noting down initial ideas of meanings and patterns (See Appendix R for 
example transcript extract). Initial codes to identify semantic features of 
interest and patterns were then noted from the transcript, with extracts, using 
index cards. Coding of the data was data- rather than theory-driven. Themes 
were selected as patterns of meaning in the data which reflected an 
important quality of the responses in relation to the research question. The 
codes and respective data extracts were then sorted into potential themes 
and sub-themes using a thematic map (see Appendix S for example theme 
clustering).
The themes were reviewed and refined by all the coded data extracts for 
each theme being read to check whether they clustered together coherently, 
with some themes discarded and new themes developed for the thematic 
map if themes or data extracts did not fit. The coding was reviewed and 
refined until a satisfactory thematic map was achieved.
Finally each theme was defined and refined by organising the data extracts 
into “a coherent and internally consistent account, with accompanying 
narrative” (Braun & Clarke, 2006, pp.92). A detailed analysis was written
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for each theme to clarify how its ‘story’ fits the research question and into 
the broader scope of the study (Appendix V).
A.6 Quality Assurance and Rigour
The same quality assurance principles of reflexivity, sensitivity to context, 
commitment and rigour, transparency and coherence as described in section 
2 were followed for the focus group.
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Appendix B. About Salusbury WORLD
Salusbury WORLD provides educational, social and emotional support for 
refugee children, and supports parents and the wider refugee community by 
providing home/school liaison, family workshops and outings, and also a 
comprehensive social advice service in London. They work to increase 
language ability and curriculum access as well as self-esteem and 
confidence. They also endeavour to raise awareness of refugee issues and to 
encourage integration. They welcome new children and their parents to 
school, with a planned induction programme, peer support and access to 
interpreters and translators as necessary.
They facilitate parental involvement in their children's learning, using 
family learning workshops, educational advice sessions, translation, 
interpreting and social opportunities. They hold regular, informal themed 
coffee mornings to build community links and networks of support. These 
have led to the provision of workshops from organisations in a variety of 
fields, for example educational and therapeutic. Emergency advice sessions 
are provided by the charity professionals, as well as advocacy on behalf of 
their clients. They provide a weekly session with the Citizen's advice 
Bureau (CAB), and refer on to suitable agencies where appropriate.
They run an After School Club and holiday activities to provide children 
with play opportunities, creative activities and outlets for self-expression. 
Positive outcomes include improved confidence and self-esteem, rapid 
acquisition of English, social skills and academic achievement. Salusbury 
WORLD gives guidance and support to schools and other education 
professionals via a comprehensive training package, custom-made INSET 
sessions, or individual consultancy. The training focuses on understanding 
issues facing refugee children and their families, and on offering positive 
responses for schools.
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Appendix C. Parent Information Sheet
4) UNIVERSITY OF
%) SURREY
Refugee children’s perceptions of forced resettlement. 
PARENT/GUARDIAN INFORMATION SHEET
My name is Helena and I am a trainee Clinical Psychologist studying at the 
University of Surrey. As part of my 3 year training I have been asked to think 
about carrying out a piece of research. Your child is being invited to take part 
in this piece of research. Please take time to read the following information 
carefully and discuss it with others if you wish. Feel free to ask me if you 
would like more information. Take time to decide whether or not you wish your 
child to take part.
What Is the p u rp ose o f th e  stu d y ?
I would like to learn from your child about how they felt and coped with their 
experiences in their home country, of having to leave their home country and 
move to England, and about their life in England.
Whv am I research in g  th is?
I am passionate about listening to refugee children’s experiences so that their 
stories can help others understand what it is like to have to leave your home 
country, to move to, and live in England. Your child’s views are under­
researched and not widely understood. Doing this research will mean the 
charity staff will be able to learn more about what has been helpful and 
unhelpful for refugee children moving to England. I also hope that by doing 
this research it will lead to other services understanding more about how it 
feels for refugee children to have to move to England and that improvements 
may be made so that your child and other refugee children in the future will 
feel more supported.
D oes your child have to take part?
It is up to you and your child to decide whether or not they take part in this 
research. If you both agree your child can take part, I will ask you and your 
child
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to sign a consent form. You and/or your child are still free to withdraw without 
giving a reason, even after signing a consent form.
What will happen to your child if they take part?
Your child will be asked to come and have a talk with me about what it was 
like having to leave their home country and move to England, and about their 
life in England. They can bring someone with them if they want to and can 
stop the talk at any time. They can also ask for an interpreter to be present to 
help them with English if they want to. Usually talks last around an hour and 
your child can chose not to answer any questions they do not want to.
Will this talk be confidential?
What your child talks about will be recorded and written up by me or a 
transcriber. I may write some things your child and other children have said 
down. An interpreter may also look over the transcripts to help me analyse the 
interview. They will have signed a Confidentiality Agreement to not tell your 
child’s name, or what your child has said, to anyone. The only time we cannot 
keep what your child says confidential is if they say somethi ng which suggests 
there is a risk of serious harm to themselves or others. If this happens then I 
will need to contact Salusbury WORLD, who will then check that your child or 
others are safe.
Other people may read what I have written so they can understand what it’s 
like having to move from their home country to England, but no-one will be 
able to tell it is your child that has talked to me. Any information about your 
child will have their name removed so that they cannot be recognised. Unless 
your child chooses to have you present at the interview, you will not be able to 
know exactly what they have said to me, but you will be able to find out the 
overal I findings of the research when I have written them up.
Tape recordings will be permanently deleted once I have typed up what your 
child has said. I will store written material in a locked cabinet. This will be 
destroyed by shredding after 10 years. If 1 am worried about your child or
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someone else, I will have to tell a member of staff at the charity so they can 
make sure your child is ok.
Therefore apart from me (and possibly an interpreter if requested) your child’s 
identity will remain anonymous. '
What happens after?
After the interview your child may feel upset. It is inportant that they talk to one 
of the staff at the charity or yourself if they do. Staff will be aware your child has 
been for an interview and will be on hand to offer support If you or your child has 
any questions following the interview, please leave a message for a member of 
staff to contact me and I wi II arrange to visit again.
Eventually I hope to write up the research and publish it as part of my Clinical 
Doctorate course. I may in the future also present my results at meetings. Your 
chi Id will not be identifi able in any of these results or presentations.
What if I am not happy with the research?
If you are not happy about the research or me, you should first raise this with me. 
If you are still not happy, please contact a member of staff at the charity and my 
supervisor.
Contact for Further information
Helena Kaliniecka Professor Arlene Vetere
University of Surrey (Supervisor)
Giildford University of Surrey
GU2 7XH Guildford
H.Kaliniecka@6urrev.ac.uk GU2 7XH
a.vetere@6urrev. ac. uk 
01483 682911
This study h as  received a  favourable ethical opinion from the Faculty of Arts and Human 
Sciences Ethics Committee at the University of Surrey.
THANK YOU FOR TAKING THE TIME TO READ THIS
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Appendix D. Child Information Sheet
/  UNIVERSITYOF
>:ï s u r r e y
Refugee children’s perceptions of forced resettlement.
CHILD INFORMATION SHEET
My name is Helena and I am a trainee Clinical Psychologist studying at 
the University of Surrey. As part of my 3 year training I am asked to do a
piece of research.
Whv am I doing this research?
I would like to learn from you and other refugee children about how you 
felt and coped with your experiences in your home country, of having to 
leave your home country and move to England, and about your life in 
England.
Whv do I want to ask vou about these things?
I want to make sure that refugee children are listened to so 
that their stories can help others understand what it is like to 
leave your home country, to move to, and live in England.
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Hopefully this will also help other refugee children in the future to feel 
supported.
What will happen to me if I want to take part?
If you and your mum/dad/guardian agree it is ok for you to take part, you
will be asked to come and have a talk with me. 
You can ask me to get an interpreter to help 
you with English if you want to. You can also 
bring someone with you if you want to. You 
can stop the talk at any time using a special 
word that we agree together. You can stop 
talking to me whenever you want to.
Do I have to take part?
You do not have to take part -  it is up to you and your 
mum/dad/guardian to decide if you want to. You can 
ask me any questions before you make a decision. If 
you decide you want to take part and then either you or 
your mum/dad/guardian changes your mind that is fine too. If you want to 
take part, I will ask you and your mum/dad/guardian to sign a consent 
form.
Will what we talk about be kept confidential?
What you talk about will be recorded and written up by 
me or a transcriber. I may write some things you and 
other refugee children have said down. An interpreter 
may also look over what has been written up to help 
me think about the interview. They will have signed a 
form to promise not to tell your name, or what you 
have, said to anyone. The only time we can't keep what you say 
confidential, is if you say something which suggests there is a risk of
m
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serious harm to yourself, or others. If this happens then I will need to 
contact Salusbury WORLD, who will then check that you or others are safe.
Other people may read what I have written so they can understand what it’s 
like to be a refugee child who has moved to England, but no-one will be 
able to tell it is you that has talked to me. This means unless you choose to 
have your mum/dad/guardian or charity staff present at the interview, they 
will not be able to know what you have said to me, but you can tell anyone 
whatever you want to about our talk. Tape recordings will be permanently 
deleted once I have typed up what you have said. I will store written 
material in a locked cabinet and keep it for 10 years. If I am worried about 
you or someone else I will have to tell a member of staff at the charity so 
they can make sure you are ok.
What happens after?
After we talk, you may feel upset, sad or angry or you 
may not. If you feel like this or have any questions you 
should talk to me, your mum/dad/guardian, or someone 
at the charity.
Contact information
Helena Kaliniecka 
University of Surrey 
Guildford 
GU2 7XH
H.Kaliniecka @surrev.ac.uk
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a.vetere@surrev.ac.uk 
01483 682911
This study has received a  favourable ethical opinion from the Faculty of Arts and Human 
S d en ces Ethics Committee a t the University of Surrey.
THANK YOU FOR THINKING ABOUT TAKING PART IN THIS 
RESEARCH
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Appendix E. Interview Schedule
Pre migration life in Africa:
Thank you for participating in this study. I will be talking to you about 
your experiences/life in the country where you were born, the time 
between leaving that country and coming to England, and your 
experiences in England. I would like to begin by asking you about your 
experiences/life in _________ (your home country).
1. If you can remember, please tell me about your experience/life in 
_ _ _ _ _  (your home country)?
Prompts:
Can you tell me about anything that was difficult/hard in .
(your home country)?
Can you tell me about any worries you had at that time?
Did you feel safe at that time?
What were other people like to you?
Was anyone you knew hurt badly during this time?
How did you cope/try overcome these things?
How did you feel and what did you do about these things?
Was there anything you or others did that made it feel better for you?
What helped you feel more happy?
Was there someone to talk to when things were difficult/hard?
Was there someone to help your family when things were difficult/hard? 
What got you through each day?
What was a normal day like? What did you do?
What were your wishes/hopes?
Period of Migration;
Now I would like to talk to you about your experiences/life during the
time between leaving___________ (your home country) and coming to
England.
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Where did you go after leaving • (your home country)?
How long did you stay in this / these country / countries?
Did you stay in any camp (s)?
2. Please tell me what happened between leaving___________ (your
home country) and arriving in England?
Prompts:
Can you tell me about anything that was difficult/hard in 
(transition country)?
Can you tell me about any worries you had at that time?
Did you feel safe at that time ?
What were other people like to you?
Was anyone you knew hurt badly during this time?
How did you cope/try overcome these things?
How did you feel and what did you do about these things?
Was there anything you or others did that made it feel better for you?
What helped you feel more happy?
Was there someone to talk to when things were difficult/hard?
Was there someone to help your family when things were difficult/hard? 
What got you through each day?
What was a normal day like? What did you do?
What were your wishes/hopes?
Post migration:
Now I would like to talk to you about your experiences/life in England.
3. Please tell me about your life in London.
Prompts:
Can you tell me i f  there is anything you find difficult/hard about living here? 
Can you tell me about any worries you have?
Do you feel safe here ?
What are other people like to you?
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How do you cope/try overcome these things?
How do you feel and what do you do about these things?
Is there anything you or others do that made it feel better for you?
What helps you feel more happy?
Is there someone to talk to when things are difficult/hard?
Is there someone to help when things are difficult/hard?
What gets you through each day?
What is a normal day like? What do you do?
What are your wishes/hopes?
How do you find  living in England compared to your country o f origin?
4. If your teacher/a charity worker asked you to look out for another 
refugee child who has just arrived from your country, what kind of 
advice would you give them (from your own experiences)?
Prompts:
How would you help them?
I f  they were from a different country would you give them the same advice?
Is there anything else that you would like to tell us?
Thank you very much for your help.
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Appendix F. Demographic Information Collection
GENERAL INFORMATION (can be collected outside of interview 
from charity staff and parents)
1 Gender Male Female
2 What is their age?
3 Which country were they born 
in?
4 Main languages spoken at home?
5 What is their religious 
background?
6 When did they leave their home 
country?
7 When did they arrive in 
England?
8 Did they stay in any other 
countries before England? 
If so, where?
No
9 Who is in their family? (brothers, 
sisters etc.)
10 When they first arrived in 
England were they separated 
from their mother/father?
Yes mother father 
No
11 Are they currently separated 
from their mother/father?
Not applicable Yes No 
year reunited
11 Are they separated from other 
key family members?
No Yes/who
13 Who do they live with now?
14 Did they go to school in their 
home country?
No Yes (full-time, part- 
time)
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15 What level of education have 
they completed?
16 Are they currently at school? No Yes (full-time, part- 
time)
17 English skills? Fluent Some difficulty 
Great difficulty None
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Appendix G. Focus Group Information Sheet
l i i  SURREY
Accompanied refugee children’s  perceptions of forced resettlem ent 
STAFF FOCUS GROUP INFORMATION SHEET
My naræ is Helena and I am a trainee Clinical Psychologist studying at the University of 
Surrey. As part of my 3 year training I have been asked to think about carrying out a piece of 
research. Please take time to read the follcwing information carefully and discuss it with 
others if you wish. Feel free to ask me if you would like more information. Take time to decide 
whether or not you wish to take part.
What is the purpose of the studv?
I would like to learn from refugee children about how they felt and coped with their 
experiences in their home country, of having to leave thar home country and move to 
England, and about their life in England, through interviewing them I would also like to gather 
the perspectives of community services (education, charity, and the NHS) that work with this 
group, by discussing the shared main themes from the analysis of the interviews with you.
Whv am I researching this?
I am passionate about listening to refugee children’s experiences so that their stories can 
help others understand what it is like to ha\^ to leave your home country, to move to, and live 
in England. Refugee children’s views are under-researched and not widely understood, nor 
are education and community service staffs views on the children they work with. I hope that 
by doing this research it will lead to other services understanding more about how it feels for 
refugee children to have to move to England and that irrprovements may be made so that 
refugee children in the future will feel more supported.
Do vou have to take part?
No. It is up to you to decide whether or not to take part in this research. If you agree you want 
to take part, and you rreet the inclusion criteria belcw, I will ask you to sign a consent form. 
You are still free to withdraw without giving a reason, even after signing a consent form.
Inclusion Criteria
- Worked with Salusbury WORLD, Capital City Academy or the NHS for a minimum of 6 
months.
- Experience of working with refugee children for a minimum of 6 months.
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What will happen if I take part?
You will be asked to attend a n^eting with other education, charity and NHS staff, facilitated 
by rryself, to discuss your views and thoughts regarding the shared main themes from the 
analysis of the interviews with refugee children. The focus group should last around an hour 
to an hour and a half.
Will this talk be confidential?
What you talk about in the focus group will be recorded and written up by me. I may write 
some things you have said down, and other people may read this so they can understand the 
views of community services that work with refugee children, but no-one will be able to tell it 
is you that has talked to me. Any information about you will have your name removed so that 
you cannot be recognised. Therefore apart from me, your identity will remain anonymous.
Everyone who takes part in the focus group is encouraged to keep confidential what they 
hear during the meeting. This rreans unless you choose to tell anyone about your 
contributions to the focus group discussion, no one will know about what you said in the 
group. While discussion of your work with refugee children is encouraged, it is essential that 
you do not disclose any identifiable information in order to protect the identity of the children 
and respect the limits of confidentiality.
Tape recordings will be permanently deleted once I have typed up what has been said. I will 
store written material in a locked cabinet. This will be destroyed by shredding after 10 years.
What happens after?
If you have any questions following the meeting, please contact me and I will a mange to visit 
again. Eventually I hope to write up the research and publish it as part of my Clinical 
Doctorate course. I may in the future also present my results at meetings. You will not be 
identifiable in any of these results or presentations.
What if I have a complaint?
If you have a complaint about the research or me, you should initially raise this with me. If 
you are still not happy, please contact my supervisor.
Contact for Further Information
Helena Kaliniecka Professor Arlene Vetere (Supervisor)
University of Surrey University of Surrey
Guildford Guildford
GU2 7XH GU27XH
H. Kali niecka@s urre v. ac.uk a.vetere@surrev.ac.uk / 01483 682911
This study has received a favourable ethical opinion from the Faculty of Arts and Human Sciences Ethics
Committee at the University of Surrey
THANK YOU FOR TAKING THE TIME TO READ THIS
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Appendix H. Focus Group Cousent Form
UNIVERSITY OF
SURREY
STAFF CO NSENT FORM
A ccom panied refugee children’s  perceptions o f forced resettlem en t
Name of Staff:
Please initial
a) I confirm that I have read and understand the information sheet for the 
above study and have had the opportunity to ask  questions.
b) I understand that my participation is voluntary and that I am free to 
withdraw this at any time, without giving any reason.
c) I understand that I must not disclose any identifiable information of the 
refugee children I work/have worked with in order protect their identity.
d) I agree to take part in the above study.
□
□
□
Name of Staff member Date Signature
Researcher Date Signature
Helena Kaliniecka 
University of Surrey 
Guildford 
GU2 7XH
H.Kaliniecka@surrev.ac.uk
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a.vetere@ surrev.ac.uk 
01483 682911
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Appendix I. Focus Group Debrief Sheet
U N IV E R S IT Y O F
Staff Debrief Sheet
Thank you very much for agreeing to join the focus group today. By discussing your 
views and thoughts on the shared main themes from the analysis of the interviews 
with refugee children, you have helped me understand community services’ 
perspectives on themes presented by the refugee children you work with. By 
discussing your views with me, I hope that other people will understand more how 
your services understand and support refugee children moving to England and how 
refugee children in the future can be helped.
If you would like me to, I can send you a summary of what this focus group found. If 
you have any questions, you can leave me a message and I will call you back as
soon as I can.
Mv details:
Helena Kaliniecka 
University of Surrey 
Guildford 
GU2 7XH
H.Kaliniecka @ surrev.ac.uk
Mv supervisor’s  details: 
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a.vetere@ surrev. ac.uk 
01483 682911
Thank you again for agreeing to take part.
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Appendix J. Focus Group Questions
INTRODUCTIONS
1. From your experience, how do you see community and education 
services role in the Somali refugee community?
2. What is your understanding of what experiences of civil war and 
forced resettlement is like for Somali refugee children?
What impact do you think these have on them and their 
relationships?
What challenges do you think they have faced?
- How do you think they cope(d) with these experiences?
HANDOUTS OF INTERVIEW THEMES DISTRIBUTED
3. What are your initial thoughts following reading the themes?
4. Looking at the themes, were they what you expected?
- Anything that surprised you for being there/not being there?
5. How do you feel Somali refugee young people could be supported in 
light of these themes, and who by?
6. How do you view community and education services role in the 
Somali refugee community now?
- What could you do the same/differently/more/less of?
7. Is there anything we have missed or you wanted to say but have not 
had the chance to?
FOCUS-GROUP CLOSED - DEBRIEF SHEET DISTRIBUTED
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Appendix_K. Parent Consent Form
. ^ UNIVERSITY OF
# SURREY
CONSENT FORM
R e fu g e e  ch ild ren ’s  p e r c e p tio n s  o f  fo r ced  r e se tt ie m e n t.
Name of Parent:
Name of Child:
P le a s e  initial
a) I confirm that I have read and understand the  information sheet for the 
above study and have had the opportunity to ask questions.
b) I understand that my child’s participation is voluntary and that I am free 
to withdraw this at anytim e, without giving any reason.
c) I understand that my child may feel upset talking to Helena and that she 
will stop the interview if she  is worried about my child
□
d) I agree for my child to take part in the above study. □
Name of Parent Date Signature
R esearcher Date Signature
Helena Kaliniecka 
University of Surrey 
Guildford 
GU2 7XH
H.Kaliniecka@surrev.ac.uk
Professor Arlene Vetere 
University of Surrey 
Gu ildford 
GU2 7XH
a.vetere@ su rrev.ac.uk 
01483 682911
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Appendix L. Child Consent Form
UNIVERSITYOF
SURREY
CONSENT FORM 
Refugee children’s perceptions o f forced resettlement
Name of researcher: Helena Kaliniecka
• Helena would like to talk to me about what my life was like in 
my home country, between leaving my home country and 
coming to England, and what it is like to live in England.
• Helena gave me some information to read with my
mum/dad/one of the charity staff/guardian. I understand what it 
said.
• I may get upset talking about leaving my home country and 
coming to England, and if I want to I can stop talking to Helena 
at any time.
I was able to ask Helena any questions I had.
Helena will record what we talked about and write it up.
I can tell anyone I want to about what we talk about.
Helena will not use my real name so that other people will not 
know that she is writing about me.
I can say ‘no’ to this.
Helena will not mind if I say no.
This will not affect any help I get.
If I say yes I can change my mind without having to say why.
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Mv decision:
agree to take part in Helena’s research
OR
I do not want to take part in Helena’s research X
Mv d ecision  about an interpreter:
I want to have an interpreter with me when 
I talk to Helena.
OR
I do not want to have an interpreter with me 
when I talk to Helena X
My name:
My signature:
Today’s date:
Witnessed by:
Name:
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Relationship to child;
Researcher Date Signature
Helena Kaliniecka 
University of Surrey 
Guildford 
GU2 7XH
H.Kaliniecka@surrev.ac.uk
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a.vetere@surrev.ac.uk 
01483 682911
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Appendix M. Child Debrief Sheet
UNIVERSITYOF
# SURREY
D e b r ie f  S h e e t
Thank you very much for coming to talk with me today. By talking to me 
you have helped me understand what it has been like to live in your 
home country, of having to leave your home country and move to 
England, and about your life in England. By telling me your story I hope 
that other people will understand more about what it is like for refugee 
children moving to England and that refugee children in the future can
be helped.
It may have upset you today talking to me today. It is important that you 
tell your mum/dad/guardian, a member of staff from the charity, me or 
my supervisor if you feel upset so that we can help you. You can ask 
one of the staff to leave me a message and I will call you back as soon 
as I can. You may also like to ring Childline by phoning free: 0800 1111 
or visit their website: www.childline.ora.uk to talk about anything on your
mind.
I will arrange to talk to you again, either face-to-face or over the phone, 
once I have written up what you had said in our talk. This is so I can 
check with you that I have understood the main points you were trying to 
say. If you do not wish to talk again, I can write a letter to you to let you 
know what I found out by talking to different refugee children about 
leaving their home country and moving to England.
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Appendix N. Evidence of Ethical Approval from the University
Faculty of Arts and Human Sciences
Ethics Committee
Chair’s  Action
Ref:
Name of Student: 
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
620-PSY-11 (with conditions)
HELENA KALINIECKA
Perceptions of difficulties and coping with 
forced resettlement in refugee children from 
the Horn of Africa/Somalia: A qualitative 
approach
PROFESSOR ARLENE VETERE 
24^" MAY 2011
The above Project has been submitted to the FANS Ethics Committee.
A favourable ethical opinion has now been given.
Signed:
Dr Almruth Mcdowall 
De^ty Chair
Dated:
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Appendix O. Interpreter Information Sheet
UNIVERSITY OF
SURREY
Accompanied refugee children’s perceptions of forced resettlement
INTERPRETER INFORMATION SHEET
My name is Helena and I am a Trainee Clinical Psychologist studying at the 
University of Surrey. As part of my 3 year training I have taeen asked to think about 
carrying out a piece of research. Please take time to read the following information 
carefully and discuss it with others if you wish. Feel free to ask me if you would like 
more information. Take time to decide whether or not you wish to take part.
What is the purpose of the studv?
I would like to learn from refugee children about how they felt and coped with their 
experiences in their home country, of having to leave their home country and move 
to England, and about their life in England, through interviewing them
Whv am I researching th is?
I am passionate about listening to refugee children’s experiences so that their stories 
can help others understand what it is like to have to leave your home country, to 
move to, and live in England. Refugee children’s views are under-researched and 
not widely understood. I hope that by doing this research it will lead to other services 
understanding more about how it feels for refugee children to have to move to 
England and that improvements may be made so that refugee children in the future 
will feel more supported.
Do you have to  take part?
No. It is up to you to decide whether or not to take part in this research.
What will happen if I take part?
If one or more of the children request an interpreter to be present in their interview, 
you will be asked to meet with me so v\e can discuss the aims and nature of the 
research, and your role in the interviews.
The date, time and location oftheinterview(s) will then be arranged between myself, 
the child and their guardian, and you. You will be asked to interpret the child’s words 
in this interview and the interview will be audio recorded. The interviews with the 
children will be transcribed and analysed by me, and you may be asked to meet with
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me following the interviews to check the accuracy of the language and cultural 
meanings in the transcripts.
Will mv involvement be confidential?
It is up to you whether you would like to acknowledged by name, or as anonymous, 
in the reporting of the research.
Will the interviews be kept confidential?
The interviews will be recorded and written up by me or a transcriber. I may write 
some things the children have said down, and other people may read this so they 
can understand what it’s like having to move from their home country to England. 
Any information about the child will have their name removed so that they cannot be 
recognised. This means unless the child chooses to have someone present at the 
interview, no one else will be able to know what they have said to me and you. You 
will be asked to sign a Confidentiality Agreement form to agree to this. Tape 
recordings will be permanently deleted once I have typed up what has been said. I 
will store written material in a locked cabinet. This will be destroyed by shredding 
after 10 years.
What happens after?
If you have any questions following the interview, please contact me and I will 
arrange to visit again. Eventually I hope to write up the research and publish it as 
part of my Clinical Doctorate course. I may in the future also present my results at 
meetings. You will not be identifiable in any of these results or presentations unless 
requested.
What if I have a com plaint?
If you have a complaint about the research or me, you should initially raise this with 
me. If you are still not happy, please contact my supervisor.
Contact for Further Information
Helena Kaliniecka Professor Arlene Vetere
University of Surrey (Supervisor)
Guildford University of Surrey
GU2 7XH Guildford
H.Kaliniecka@surrev.ac.uk GU2 7XH
a.vetere@surrev.ac.uk 
01483 682911
This study has received a  favourable ethical opinion from th e  Faculty of Arts and Human 
S ciences Ethics Committee at the University of Surrey.
THANK YOU FOR TAKING THE TIME TO READ THIS
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Appendix P. Interpreter Confidentiality Agreement
UNIVERSITY OF
SURREY
INTERPRETER CONFIDENTIALITY AGREEMENT
Accompanied refugee children’s perceptions of forced resettlement.
I have read and remembered the Interpreters Information Form concerning the research 
being conducted by Helena Kaliniecka. In my role as interpreter for Helena, I 
understand the nature and aim of the study, and requirements for confidentiality. I have 
had all rry questions concerning the study and my role as interpreter answered.
A. Maintaining Confidentiality
I agree not to  reveal In any way to any person, other than Helena 
Kaliniecka, any Information gathered for the study In my services as 
Interpreter.
B. Acknowledgement of My Services as Interpreter
I understand that Helena will acknowledge the use of nry services in any 
reporting of the research. I have indicated below whether I wish that 
acknowledgement to be anonymous or by rry name.
I I do not wish my name to be stated in the acknowledgement of the use o1
'-----  an interpreter in the research.
OR
I I agree that Helena can state my name in the acknowledgement of the
I  use of an interpreter in the research.
Name of Interpreter Date Signature
Telephone number
Helena Kaliniecka Professor Arlene Vetere
University of Surrey University of Surrey
Guildford Guildford
GU2 7XH GU2 7XH
H. Kali niecka@ su irev. ac.uk a.vetere@ surrev.ac.uk
01483 682911
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Appendix Q. Example Excerpts from Three Annotated Transcripts 
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Appendix R. Focus Group Transcript Extract
Mental health Practitioner:... I think actually it makes sense for the schools 
to fairly proactively address this issue, because the payback as in the 
behaviour... just makes, just makes for everyone much easier, management 
if like... class management. You know - As soon as you start attending to 
the issues of the individual, and the strengths of the individual, and I’ll keep 
emphasising that because I think it's a really important thing, then you don't 
have people having to act out, because they have to show that they are cool 
and they can do it like these local people or whatever the case may be.
I mean for the local people as well, as again, I wouldn't exempt them from 
this thing of celebrating their culture, of who you are. So I think there’s an 
advantage, if you are actively looking towards, I think I'm hearing this from 
you anyway, looking towards giving this person a healthy sense of his or her 
own identity, then you have got better behaviour, better results 
academically, better everything.
Researcher: What do you think about that kind of... what [the Mental-health 
Practitioner] saying?
Head of Year: I have to agree, obviously, because she is agreeing with me 
[laugh]. But yeah, I think it does come down to the individual. And you 
know, from the kind of little knowledge that I have got from the 
psychological perspective is all about - it has to be person-centred. That's 
my understanding and you know in terms if you are going to work with an 
individual, you have to work with that individual, so where they come from 
is a big part of who they are. And - so you know, giving them a healthy 
sense of where they come from is really, really important in addressing a lot 
of issues, because a lot of issues start from their roots. Your identity are 
your roots and from there, unless you know yourself, then everything else 
kind of falls into place. And you start to understand why did you certain 
things, and then again, onto other aspects of psychology. But initially - with
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every human being you have to understand where they come from... And 
you know - You don't have to come from there to understand where they 
come from. I think just - Like you said the ability to come and give them the 
space to speak and just be interested in them, it may go a long way.
‘Cause you know, [Charity Family Support Worker] is far, in terms of 
culturally and in terms of, you know, looking at people on the surface, you 
wouldn't necessary put her to be working with a group of 20 Somali 
mothers, but at the same time, the idea that she cares, that she is open 
enough to embrace them, that gives them the space to open up and the space 
to embrace her as well. And you know, then they open up their world a little 
bit to the outside because somebody else has opened up their world to them. 
And I think in terms of building relationships, when we have someone 
outside of their culture, to come, and that’s when it takes a little bit of time 
to build their trust, but once you have their trust, like in most cultures, once 
you have their trust, it’s there, it’s not going anywhere because - you care.
And that’s the same thing when working with young people, once you have 
their trust, then it’s there, they know you care. So they open up to you, 
they’re going to want to work with you. All they want is somebody who 
cares enough to sit down and listen to what they got to say, you know, just 
wanting to understand is probably just as good as knowing where they come 
from. Probably even better, as you don’t have assumptions and you don’t 
come with baggage, you don’t come with your own experiences to put on 
that person. You’re just coming as a blank canvas and saying, ‘you know 
what, I actually don’t understand, tell me a little bit about where you come 
from’, you ask enough questions then you help them figure out themselves 
before you get to understand where they’re coming from, which in itself is 
very, very beneficial for them.
Charity Family Support Worker: And I think sometimes - what’s maybe 
helped me a bit in my job is like, as you say, like if you - ‘cause I’m not 
Muslim, I’m not Somali, I’m very white - appearance and all those things
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but in a way sometimes - sometimes it’s a bit safer, because the women I’ve 
worked with, or the kids I’ve worked with in the past. I’m not going to make 
certain judgements that maybe I would about other kids, or have certain 
prejudices, or - expectations, of how they should be or how they should 
behave or - I’m not connected to people in the community in a way where I 
would tell anyone anything, or talk in an environment, and sometimes that 
helps because you have, you know - that sort of - different expectation and 
it’s a bit safer - and sometimes it isn’t. It depends really.
Mental health practitioner: And also it can make you curious. Like the thing 
that you said, I don’t think we need to understand every culture, we don’t 
anyway, you know, I think what we need to do is accept that we don’t and 
go ‘I don’t know anything about where you come from, tell me about it’ 
[agreement]. Make that person the expert rather than - thinking that we 
should have expertise on it.
Head of Year: That’s true, that’s true - and then that way, they re-affirm 
their own identities as well, they re-affirm where they come from, re-affirm 
who they are, and then through that, they begin to - heal themselves in a 
way, they get to help themselves, they do half the job for you so-to-speak.
Researcher: How do you think we could do that? So we’ve had some ideas, 
saying about mentoring and so on... I mean do you think there’s some things 
that should be done differently from how things are approached now, or 
things we could carry on doing the same but doing a bit more of - I’m 
wondering about comparing to what’s happening now...
Head of Year: I’m not too sure what is happening now, to be honest! I don’t 
know what could be done differently, but I think my suggestion would be to 
have...groups, that would help to kind of - if you have groups - I know 
someone here, one of the kids here said ‘when I was in Somalia, we used to 
sit around and tell stories, while here it’s every man to themselves’ so - if 
you have the group, again they will come together and they’ll be telling
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stories, and they get to experience their own culture within themselves. 
You’re just there as the facilitator, but that in itself may be beneficial in 
helping them come together and it’s a good way of helping them to - to 
remain - to be able to integrate within this culture well enough but at the 
same time, still staying true to their own identity. And I think that’s quite 
important.
Mental health practitioner: Do you have classes in this school that would 
lend themselves to...something like ‘Education for living’ or something like 
that?
Head of Year: We have, uh...Religious Studies, a module they do for GCSE. 
And they have something called ‘Learning for Life’
Mental health practitioner: ‘Learning for Life’, I guess that’s what I was 
thinking about.
Head of Year: ...teaching them social skills and all of that is covered under 
one umbrella. But within the humanities-based subject they do touch 
on...like citizenship, like [Pastoral support worker] said we have activities 
and events within the school that celebrate cultures as well.
Mental health practitioner: Because what I’m thinking, what would possibly 
be useful, and might be a role for - I don’t know, I wouldn’t say the NHS 
particularly, but is for - training of those teachers who are busy doing that 
sort of thing, in how to open up those kind of conversations in a useful way 
[agreement], which both means the teacher can apply that in a way, but also 
models they kind of attitudes you want in the community - Be it celebrating 
cultures, accepting the diversity of other people, or really being quite 
excited about the person sitting next to you has had really different 
experiences from you, instead of going ‘either be like me or you’re not 
cool’. So I guess I could see some....place for specific training around a 
model which is strengths-based...
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Appendix S. Example Theme Clustering in the Focus Group Analysis
Theme Four: Coping
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Theme Five: Awareness of Barriers in Supporting SARYP
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Theme Six: Ideas for SARYP and Community Engagement
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Appendix T. Extracts from Reflective Diary Kept by the Researcher
December 2011-  Following two interviews 
1 was really struck by the girls’ frustration around their roles at home. My 
gut reaction was frustration too. I  know a lot o f that may he down to my 
Western values o f gender equality, but I  can hear in the girls accounts how 
much they are struggling to balance a wish to pursue an education which 
takes up so much time, with having so many chores to do at home too. 1 
admire how they seem to battle on, despite these frustrations, but can’t help 
wondering how life might be different for them i f  they were boys. I  can’t 
remember the boy I  interviewed describing these frustrations. I  think I  may 
need to be careful when analysing the transcripts, to make sure I  bracket off 
my gut reactions about fairness and to listen to how these young people 
understand and cope with these experiences.
Another thing 1 really noticed was how much effort the girls exert into 
putting on a brave face when they are feeling low, that feeling or 
remembering sad things is undesirable. I  could see them doing that in the 
interview too, cutting themselves off and changing topic. Is this a cultural 
thing, or is it because they don’t know how else to cope after such journeys 
o f survival? They both said how important it is for SARYP to be cared for 
and listened to, but is there a risk that school wouldn ’t know this i f  they are 
so good at hiding their emotions? They have been through so much, yet they 
keep on fighting. To say they were passive victims would miss the point 
entirely.
January 12^^2012 -  during the process of analysis
There are so many potential themes! The more I  read and the more notes I  
make, the more possible connections there could be. Trying to separate 
them into master themes feels difficult as I  could go with a temporal 
sequence, so coping etc in pre-migration, transition, and post-migration 
periods, or across these but divided into impact and reactions to their 
experiences. I ’m also noticing alternative sources o f information creeps into
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my thinking during analysis, such as the charity family support worker 
telling me about how badly one girl is being bullied, yet she didn’t really to 
go into this in her interview with me. I  need to be very careful to bracket off 
this knowledge and my assumptions in general (especially as mine are more 
likely to based on Western norms and values) and stay close to the text. I  do 
wonder how researchers are able to analyse interviews they didn’t conduct. 
When I ’m reading the transcript I  can hear in my head how they expressed 
it, see their facial expressions in the pauses. There’s so much richness in 
tone o f voice and so on, and I  find that really helps to re-centre me back 
onto listening to how the young people are actively making sense o f their 
experiences in the transcripts, privileging their meaning-making rather than 
what outside theories and sources have to say.
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Appendix U. List of Focus Group Themes and Sub-themes
Themes Sub-themes
SARYP experiences front forced resettlement
Theme One: Multiple 
forms of trauma ■ ' - ■ ....................  ......
Theme Two: Adjustment 
to difference
a. Difference overwhelming
b. Generational differences
Theme Three: Struggles 
with integration
a. Prior-experience dependent
b. Discrimination and negative assumptions
SARYP responses to experiences from forced resettlement
Theme Four: Coping a. Distancing from or aligning with Somali identity
b. Concealment
How can UKfrontAine services help?
Theme Five: Awareness of 
barriers in supporting 
SARYP
a. Services’ assumptions
b. Misalignment around the norms of disclosure and 
the offering of support
c. Cultural differences in understanding mental- 
health
Theme Six: Ideas for 
SARYP and community 
engagement
a. Support from people with shared or different 
heritages/experiences
b. Creating space and building trust
c. Outreach
d. Community links
Theme Seven: Supporting 
integration and 
psychological well-being
a. Increasing sense of mastery
b. Paradigm shift in service models, delivery and 
roles
- Celebration of cultural diversity and identity with 
the focus on strengths and resilience
- Community-based services and group 
interventions
- External support for developing community- 
based services
c. Increasing professionals’ awareness
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Appendix V. Full Focus Group Analysis
This appendix discusses each of the seven themes and sub-themes, with 
verbatim quotes drawn from the focus group transcript to support the 
analytic claims made.
V .l SARYP Experiences of Forced Resettlement 
Theme One: Multiple Forms of Trauma
This theme relates to how the professionals spoke about how trauma can be 
perceived in experiences of hardship, loss of home, and negative social 
experiences, as well as from witnessing violence. This theme therefore 
implies that PTSD may be an over-simplistic frame-work in which to 
understand SARYP experiences:
...their experience within their home counties, so it could he 
traumatic, or it could just be a trauma o f having to leave - or - and 
being sort o f ripped from your home and everything that you know. 
And then the journey, which can be pretty hard, so you are going 
through different countries...But then also how yo u ’re treated when 
you get here...you know, the police, immigration treat people 
absolutely atrociously (Charity family support worker).
Theme Two: Adjustment to Difference
This theme depicts the professionals’ understanding of the challenges 
SARYP and their families face during the process of adjustment to life in 
the UK.
a. Difference Overwhelming
The difficulty of negotiating new cultural and social norms and systems 
was observed by all professionals, with differences having the potential 
to be perceived as ‘intrusive’ (e.g. involvement of social services) and 
overwhelming:
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...moving from one country to another country, to a new school, 
different culture, different language. 1 think all o f that can he quite 
hard to handle (Pastoral support worker).
b. Generational Differences
SARYP were portrayed as negotiating difference in a way their parents 
could struggle to understand in their cultural frame-work. This may 
reflect the different pressures the different generations are exposed to, 
where the SARYP are wishing to ‘assimilate’ with their peers, and their 
parents wish to maintain their culture (Berry, 2001 ):
...they get told that by their parents [about respect for teachers], but 
then they mix with the kids, and the kids don’t emulate that. So that 
they will be rude to teachers...that's where the confusion can get 
worse. Because then you have got parents who can't speak fluent 
English, they don't understand the educating system, and now 
doesn't understand why their child who was so good before is now 
incompliant. (Pastoral support worker).
Theme Three; Struggles with Integration
The relative marginalisation and integration with British peers and the wider 
community was perceived to be a dominant struggle for SARYP.
a. Prior-Experience Dependent
Perceptions of integration varied depending on the forced resettlement 
experience of SARYP, with those arriving via Europe rather than Africa 
being seen as more familiar with Western systems and communication.
...those who came via Sweden and Holland, their behaviour tends to 
be a lot calmer and - they tend to be able to integrate into the school 
system a lot better than those students who haven't (Head o f Year).
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Those who lived in the UK for longer were also perceived as finding it 
easier to integrate due to greater socialisation experience with British 
peers, whilst those who arrived in their adolescence were seen as more 
isolated. Friendship groups were seen to have formed and consolidated 
by adolescence, with possible assumptions around the importance of 
conformity with peers as influential at this developmental stage (Erikson, 
1968).
...they have kind o f integrated, because they have known people from  
the primary school. So they have got that relationship already. 
(Pastoral support worker)
...the ones that have come over, later on as well, in their kind o f like 
13-14. And they are coming to the secondary school. Like you said, I  
do feel they are quite isolated (Pastoral support worker).
bn Discrimination and Negative Assumptions
This sub-theme refers to the rejection and persecution of Somali and 
wider refugee populations by peers, the wider society and as promoted by 
political-social environment, which makes integration difficult for 
SARYP and their families. Therefore the sub-theme suggests that the 
process of integration is influenced by multiple levels of the social and 
ecological system the SARYP find themselves in, which could have a 
significant impact on SARYP’s sense of self.
...they have experienced a lot o f bullying at school (Charity family 
support worker).
The way they are seen, the way they are spoken about, the way they 
are treated as well within the ethnic groups, it's almost like they are 
an underclass (Head o f Year).
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...we have an issue at the moment with our economy and our debt. 
And whenever something like that happens where people haven Y got 
jobs, it's easy to blame another community (Charity family support 
worker).
V.2 SARYP Responses to these Experiences 
Theme Four; Coping
This theme centres on the professionals understanding of how SARYP cope 
with and manage the impact of forced resettlement. They perceived SARYP 
as active agents in adapting to their new lives, although in ways which 
meant a rigidity or rejection in identity, or ways that made it difficult for the 
professionals to feel able to support them.
a. Distancing From or Aligning with Somali Identity
The SARYP were observed by professionals as either distancing 
themselves from their Somali heritage, through bullying newer SARYP 
or trying to be similar to their British peers, or by joining exclusively 
Somali groups as a way of self-protection. The SARYP’s self-concept 
therefore seems to become polarised in response to wider social 
judgements;
And I  have heard new arrival kids being bullied by kids who were 
born here, or been here longer ... I t ’s sort o f a power thing (Charity 
family support worker).
...they will start to copy their behaviour, because it's a way o f fitting 
in, and being accepted (Pastoral support worker).
...we have big groups that are coming together and then kind o f  
being a force (Head o f Year).
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b. Concealment
SARYP were also suggested to be concealing their distress, either by 
becoming withdrawn or by being selective of where they expressed their 
difficulties. Suppression therefore may be being adopted as a coping 
strategy by SARYP, possibly reflecting cultural norms around emotional 
expression, or a vestige response to trauma from across their forced 
resettlement experiences.
He was just in his own little world. But when he was at home that's 
not the way he was at all (Pastoral support worker).
V.3 How can UK Services Help?
Theme Five: Awareness of Barriers in Supporting SARYP
This theme focuses on the importance the professionals put on the need to 
understand and overcome the barriers in engaging and supporting the 
Somali community, in order for UK services to be able to support SARYP 
and their families appropriately and effectively.
a. Services' Assumptions
Some of the professionals felt negative assumptions about the success of 
engaging a Somali community could prevent them from being offered 
support, with the need for more reflection on services’ assumptions and 
practice. Cognitive heuristics of generalisation and black-and-white 
thinking therefore may be obstructing further exploration in 
understanding this community.
I  hear a lot o f stu ff you know, generalised, oh, like Somali 
community don’t want to engage with schools. And actually my 
experience is just the absolute opposite, but I  think that we have to 
think about how we engage with a community (Charity family 
support worker).
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b. Misalignment Around the Norms o f Disclosure and the Offering of  
Support
The professionals talked about how it was difficult to understand and 
support SARYP and their families due to the community’s reluctance in 
sharing this information. They suggested that the SARYP tended to 
express their distress through behaviour rather than verbally.
...they are quite a proud community as well, so they don't divulge 
that much when it comes to supporting them (Head o f Year).
...refusing to do the work or arguing with the teacher - is a way o f 
not only getting out all those feelings that you have, but also then 
getting support afterwards (Pastoral support worker).
This lack of disclosure, and form of communicating distress, led to some 
of the professionals feeling fearful of distressing SARYP further if  they 
were to approach them to offer support, which meant support was only 
offered if difficulties were disclosed, and therefore the creation for a 
system which is not meeting the SARYP needs or wishes:
My role is not to, like, re-traumatise people and drag their - you 
know - Pm not a therapist and I  don't think that's appropriate 
(Charity family support worker).
...it would have to be something that was divulged to us in order for 
us to put something [in place] (Pastoral support worker).
c . Cultural Differences in Understanding Mental Health
The professionals expressed opinions on how MHS are currently 
delivered may not be attuned or aligned with Somali understandings and 
approaches to mental health problems and general coping, leading to a 
lack of engagement or appropriate support being offered. Many of the 
professionals believed that mental health problems were a taboo in the
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Somali community (viewing them as permanent and incurable) and 
therefore psychological distress as something to be kept private.
...when it comes to mental health, it's almost like, i f  you are crazy, 
you are crazy, there is no fixing it type thing. So that's why they 
would very much like to shy away from that. You know, i f  you even 
suggest to a parent that their child might have some mental health 
issues, it's a massive taboo (Head o f Year).
...a lot o f them come to this country with very much a village 
mentality, where you don't talk your business outside the house 
(Head o f Year).
It was also suggested that Westernised models of health care may not be 
an appropriate or sensitive approach for supporting SARYP.
In the NHS, we have got a model, which is quite Westernised, it's like 
I-to-I and it's quite intimidating and it doesn't f i t  into everyone's 
idea o f support (Charity family support worker).
Theme Six; Ideas for SARYP and Community Engagement
The professionals had a range of ideas of who, where, and how best to 
facilitate engagement with this group.
a. Support from People with Shared or Different Heritages/Experiences 
The professionals explored the relative merits of support from people 
with shared heritage, who could facilitate engagement through creating 
links between communities and opening up understandings, and people 
of different heritage, who may make fewer judgements and be more 
curious in understanding their experiences.
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...work with someone from their culture, who can come in and sit 
down and work with them so they trust you enough to allow you in 
(Head o f Year).
...just wanting to understand is probably just as good as knowing 
where they come from. Probably even better, as you don’t have 
assumptions and you don’t come with baggage, you don’t come with 
your own experiences to put on that person (Head o f Year).
cause I ’m not Muslim, I ’m not Somali, I ’m very white... sometimes 
i t’s a bit safer... I ’m not going to make certain judgements that 
maybe I  would about other kids, or have certain prejudices ....I’m 
not connected to people in the community in a way where I  would 
tell anyone anything. (Charity family support worker)
b. Creating Space and Building Trust
Regardless of heritage, the efforts made to create space for SARYP to 
talk about their experiences were deemed as central to eliciting 
engagement. The professionals suggested it takes time and effort to gain 
trust before SARYP would engage with support offered;
...once you have their trust, then it’s there, they know you care. So 
they open up to you, they ’re going to want to work with you. All they 
want is somebody who cares enough to sit down and listen to what 
they got to say (Head o f Year).
It really is important to open up a conversational space (Mental 
health practitioner).
c. Outreach
The professionals suggested that a proactive outreach approach would be 
most suitable in engaging SARYP and their families, actively asking and 
giving them the opportunity to talk about their experiences, and raising
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awareness of what services are available. This stands in contrast with or 
highlights necessary additions to current services approaches.
...allocate a person to them automatically...and for them to actually 
ask How. was it getting here? ’ (Mental health practitioner).
...helping the communities to understand the purposes o f the NHS as 
well. Because obviously, i f  w e’re talking about mental health, in 
what formats does it come in, you know, when trying to break down 
that taboo in itself - maybe one way is going down [there]... (Head 
o f Year).
d. Community Links
Greater links within community settings, especially schools, was thought 
to be the most effective way of engaging the Somali community, with 
location of power and ownership identified as important factors in 
engagement. This suggests clinic and hospital service bases are alienating 
the Somali community.
...services that the NHS does provide, being able to put that forward 
to families, to communities via - the community centres, wherever, 
via a school and that way the parents can engage (Head o f Year)
Certainly outreach, and like you said, community centres - and 
spaces where people feel they have power, they feel safe and feel 
relaxed, they’re used to it and they know it. (Charity family support 
worker)
Theme Seven; Supporting Integration and Psychological Well-Being
The staff had a variety of thoughts of how SARYP and their families could 
be supported in their integration with British society whilst retaining their 
cultural identity, and improving their psychological well-being.
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a. Increasing Sense of Mastery
Initiatives to help families to gain environmental mastery and a chance to 
contribute to their new country were suggested as ways of helping them 
feel part of and accepted by British society, and be less marginalised.
I  work with about 20 parents...So, one, they could learn how the 
system works, and we can support yOu with that... And then it sort o f 
invites parents to come in the school, and they feel like this is their 
community as well (Charity family support worker).
I  think i f  the government actually encouraged people to work when 
they are new to the country, and set up these schemes... as opposed 
to just throwing money at people. Ldon't think we would have that 
animosity (Pastoral support worker).
b. Paradigm Shift in Service ModelSy Delivery and Roles
Celebration o f cultural diversity and identity with the focus on 
strengths and resilience 
All of the professionals felt efforts to support all young people to 
embrace their identity and difference, and develop a coherent narrative 
about themselves, would help their integration and psychological well­
being.
...celebrating specific identities and saying ‘this is who I  am, I  don't 
have to become a British lookalike, because 1 bring some other 
things to this country ’ (Mental health practitioner).
Your identity are your roots and from there, unless you know 
yourself, then everything else kind o f falls into place. And you start 
to understand why you do certain things (Head o f Year).
Instead of being problem-focused, the professionals believed exploration 
of the SARYP strengths and resilience would open up positive
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connections with others, and develop sense of self. This sub-theme 
therefore suggests a paradigm shift from the dominant problem-focused 
models (e.g. CBT), to more positive psychology and social 
constructionist thinking (e.g. narrative therapy)
...doing something creative, or you know, I  don't know, that's not so 
‘you've got a problem ’ (Charity family support worker).
...being able to own, who they are, and who they are out o f what they 
have experienced and the strengths that come from that (Mental- 
health practitioner).
Community-based services and group interventions
School and community centres were unanimously identified as locations 
support services should be based, rather than in clinics or hospitals. 
Therefore interventions and support that are more aligned with and 
attuned to the Somali community’s social and cultural norms within 
families and communities were thought to be more organic and helpful. 
Central to these suggestions seem to be an approach that is normalising 
and contextualised within systems, rather than medicalised and 
pathologising:
...the NHS could probably play a part, looking at family support and 
group support. So you are working with groups o f people as oppose 
to targeting that individual (Head o f Year).
One o f the kids here said ‘when I  was in Somalia, we used to sit 
around and tell stories, while here it's every man to themselves ’ so, 
i f  you have the group, again they will come together and they 7/ be 
telling stories, and they get to experience their own culture within 
themselves (Head o f Year).
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-  External support for developing community-based services 
For community-based and focused support to be effective and 
comprehensive, all the professionals expressed the need for support from 
external bodies. This suggests that the role and practice of NHS mental 
health professionals needs to be adapted to take more specific and 
supportive roles, such as developing more accessible services, providing 
specialist interventions when needed, and offering training to community 
professionals.
...best way o f bridging that gap is going via community centres...so 
when there is a child with some serious problems...they can seek the 
clinical support that they need, and i t ’s there and it ’s available for 
them when they need it (Head o f Year).
I  can see the benefits, like as you said o f the clinical aspect, 
especially [for] those children who are suffering from serious 
trauma, I  think that’s necessary you know (Head o f Year.)
...training o f those teachers who are busy doing that sort o f thing 
[running 'Learningfor Life’ classes], in how to open up those kind 
o f conversations [celebrating difference] in a useful way (Mental 
health practitioner).
c . Increasing Professionals* Awareness
All the professionals felt that it was important for professionals to have 
information (such as that gained from the SARYP interview themes) to 
orientate and appreciate the potential experiences and issues experienced 
by SARYP, and refugee populations as a whole. This sub-theme 
therefore implies that professionals might value direction in how to open 
up conversations that explore people’s difference and diversity.
I  think it’s really important for people to know. When you don’t 
know about people there’s this huge, unseen 'thing’ and you don’t
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know what you’re dealing with - so raising some curiosity about 
that..,it also goes for other communities (Mental health 
practitioner).
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Research Log
September 2012 
Year 3
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1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information 
technology and literature search tools
/
3 Critically reviewing relevant literature and evaluating research 
methods
V
4 Formulating specific research questions y
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS /
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative 
methods
/
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed 
journals or edited book
y
30 Applying research findings to clinical practice
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Appendices to the Research Dossier
Appendix A.
Kaliniecka, H. & Shawe-Tayior, M. (2008). Promoting positive risk 
management: Evaluation of a risk management panel. Journal o f  
Psychiatrie & Mental Health Nursing, 15(8), pp.654 -  661.
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Puschner, B., Steffen, S., Kaliniecka, H. et al. (2010). Clinical decision 
making and outcome in routine care for people with severe mental illness 
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Appendix R. Focus Group Transcript Extract
Mental health Practitioner:... I think actually it makes sense for the schools 
to fairly proactively address this issue, because the payback as in the 
behaviour... just makes, just makes for everyone much easier, management 
if like... class management. You know - As soon as you start attending to 
the issues of the individual, and the strengths of the individual, and ITl keep 
emphasising that because 1 think it's a really important thing, then you don't 
have people having to act out, because they have to show that they are cool 
and they can do it like these local people or whatever the case may be.
1 mean for the local people as well, as again, 1 wouldn't exempt them from 
this thing of celebrating their culture, of who you are. So 1 think there’s an 
advantage, if you are actively looking towards, 1 think I'm hearing this from 
you anyway, looking towards giving this person a healthy sense of his or her 
own identity, then you have got better behaviour, better results 
academically, better everything.
Researcher: What do you think about that kind of... what [the Mental-health 
Practitioner] saying?
Head of Year: I have to agree, obviously, because she is agreeing with me 
[laugh]. But yeah, 1 think it does come down to the individual. And you 
know, from the kind of little knowledge that 1 have got from the 
psychological perspective is all about - it has to be person-centred. That's 
my understanding and you know in terms if you are going to work with an 
individual, you have to work with that individual, so where they come from 
is a big part of who they are. And - so you know, giving them a healthy 
sense of where they come from is really, really important in addressing a lot 
of issues, because a lot of issues start from their roots. Your identity are 
your roots and from there, unless you know yourself, then everything else 
kind of falls into place. And you start to understand why did you certain 
things, and then again, onto other aspects of psychology. But initially - with
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every human being you have to understand where they come from... And 
you know - You don't have to come from there to understand where they 
come from. I thinkjust - Like you said the ability to come and give them the 
space to speak and just be interested in them, it may go a long way.
■Cause you know, [Charity Family Support Worker] is far, in terms of 
culturally and in terms of, you know, looking at people on the surface, you 
wouldn't necessary put her to be working with a group of 20 Somali 
mothers, but at the same time, the idea that she cares, that she is open 
enough to embrace them, that gives them the space to open up and the space 
to embrace her as well. And you know, then they open up their world a little 
bit to the outside because somebody else has opened up their world to them. 
And I think in terms of building relationships, when we have someone 
outside of their culture, to come, and that’s when it takes a little bit of time 
to build their trust, but once you have their trust, like in most cultures, once 
you have their trust, it’s there, it’s not going anywhere because - you care.
And that’s the same thing when working with young people, once you have 
their trust, then it’s there, they know you care. So they open up to you, 
they’re going to want to work with you. All they want is somebody who 
cares enough to sit down and listen to what they got to say, you know, just 
wanting to understand is probably just as good as knowing where they come 
from. Probably even better, as you don’t have assumptions and you don’t 
come with baggage, you don’t come with your own experiences to put on 
that person. You’re just coming as a blank canvas and saying, ‘you know 
what, I actually don’t understand, tell me a little bit about where you come 
from’, you ask enough questions then you help them figure out themselves 
before you get to understand where they’re coming from, which in itself is 
very, very beneficial for them.
Charity Family Support Worker: And I think sometimes - what’s maybe 
helped me a bit in my job is like, as you say, like if you - ‘cause I’m not 
Muslim, I’m not Somali, I’m very white - appearance and all those things
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but in a way sometimes - sometimes it’s a bit safer, because the women I’ve 
worked with, or the kids I’ve worked with in the past. I’m not going to make 
certain judgements that maybe I would about other kids, or have certain 
prejudices, or - expectations, of how they should be or how they should 
behave or - I’m not connected to people in the community in a way where I 
would tell anyone anything, or talk in an environment, and sometimes that 
helps because you have, you know - that sort of - different expectation and 
it’s a bit safer - and sometimes it isn’t. It depends really.
Mental health practitioner: And also it can make you curious. Like the thing 
that you said, I don’t think we need to understand every culture, we don’t 
anyway, you know, I think what we need to do is accept that we don’t and 
go ‘I don’t know anything about where you come from, tell me about it’ 
[agreement]. Make that person the expert rather than - thinking that we 
should have expertise on it.
Head of Year: That’s true, that’s true - and then that way, they re-affirm 
their own identities as well, they re-affirm where they come from, re-affirm 
who they are, and then through that, they begin to - heal themselves in a 
way, they get to help themselves, they do half the job for you so-to-speak.
Researcher: How do you think we could do that? So we’ve had some ideas, 
saying about mentoring and so on... I mean do you think there’s some things 
that should be done differently from how things are approached now, or 
things we could carry on doing the same but doing a bit more of - I’m 
wondering about comparing to what’s happening now...
Head of Year: I’m not too sure what is happening now, to be honest! I don’t 
know what could be done differently, but I think my suggestion would be to 
have...groups, that would help to kind of - if you have groups - I know 
someone here, one of the kids here said ‘when I was in Somalia, we used to 
sit around and tell stories, while here it’s every man to themselves’ so - if 
you have the group, again they will come together and they’ll be telling
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stories, and they get to experience their own culture within themselves. 
You’re just there as the facilitator, but that in itself may be beneficial in 
helping them come together and it’s a good way of helping them to - to 
remain - to be able to integrate within this culture well enough but at the 
same time, still staying true to their own identity. And I think that’s quite 
important.
Mental health practitioner: Do you have classes in this school that would 
lend themselves to...something like ‘Education for living’ or something like 
that?
Head of Year: We have, uh...Religious Studies, a module they do for GCSE. 
And they have something called‘Learning for Life’.
Mental health practitioner: ‘Learning for Life’, I guess that’s what I was 
thinking about.
Head of Year: ...teaching them social skills and all of that is covered under 
one umbrella. But within the humanities-based subject they do touch 
on...like citizenship, like [Pastoral support worker] said we have activities 
and events within the school that celebrate cultures as well.
Mental health practitioner: Because what I’m thinking, what would possibly 
be useful, and might be a role for - 1 don’t know, I wouldn’t say the NHS 
particularly, but is for - training of those teachers who are busy doing that 
sort of thing, in how to open up those kind of conversations in a useful way 
[agreement], which both means the teacher can apply that in a way, but also 
models they kind of attitudes you want in the community - Be it celebrating 
cultures, accepting the diversity of other people, or really being quite 
excited about the person sitting next to you has had really different 
experiences from you, instead of going ‘either be like me or you’re not 
cool’. So I guess I could see some....place for specific training around a 
model which is strengths-based...
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Appendix S. Example Theme Clustering in the Focus Group Analysis
Theme Four: Coping
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Theme Five: Awareness of Barriers in Supporting SARYP
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Theme Six: Ideas for SARYP and Community Engagement
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Appendix T. Extracts from Reflective Diary Kept by the Researcher
December 2011-  Following two interviews 
I  M>as really struck by the girls’ frustration around their roles at home. My 
gut reaction was frustration too. I  know a lot o f that may be down to my 
Western values o f gender equality, but I  can hear in the girls accounts how 
much they are struggling to balance a wish to pursue an education which 
takes up so much time, with having so many chores to do at home too. I  
admire how they seem to battle on, despite these frustrations, but can’t help 
wondering how life might be different for them i f  they were boys. I  can’t 
remember the boy I  interviewed describing these frustrations. 1 think I  may 
need to be careful when analysing the transcripts, to make sure I  bracket off 
my gut reactions about fairness and to listen to how these young people 
understand and cope with these experiences.
Another thing I  really noticed was how much effort the girls exert into 
putting on a brave face when they are feeling low, that feeling or 
remembering sad things is undesirable. I  could see them doing that in the 
interview too, cutting themselves o ff and changing topic. Is this a cultural 
thing, or is it because they don’t know how else to cope after such journeys 
o f survival? They both said how important it is for SARYP to be cared for 
and listened to, but is there a risk that school wouldn’t know this i f  they are 
so good at hiding their emotions? They have been through so much, yet they 
keep on fighting. To say they were passive victims would miss the point 
entirely.
January 12^  ^2012 -  during the process of analysis
There are so many potential themes! The more I  read and the more notes 1 
make, the more possible connections there could be. Trying to separate 
them into master themes feels difficult as I  could go with a temporal 
sequence, so coping etc in pre-migration, transition, and post-migration 
periods, or across these but divided into impact and reactions to their 
experiences. I ’m also noticing alternative sources o f information creeps into
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my thinking during analysis, such as the charity family support worker 
telling me about how badly one girl is being bullied, yet she didn’t really to 
go into this in her interview with me. I  need to be very careful to bracket o ff 
this knowledge and my assumptions in general (especially as mine are more 
likely to based on Western norms and values) and stay close to the text. I  do 
wonder how researchers are able to analyse interviews they didn’t conduct. 
When I ’m reading the transcript I  can hear in my head how they expressed 
it, see their facial expressions in the pauses. There’s so much richness in 
tone o f voice and so on, and I  find  that really helps to re-centre me back 
onto listening to how the young people are actively making sense o f their 
experiences in the transcripts, privileging their meaning-making rather than 
what outside theories and sources have to say.
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Appendix U. List of Focus Group Themes and Sub-themes
Themes Sub-themes
SARYP experiences from forced resettlement
Theme One: Multiple 
forms of trauma
Theme Two: Adjustment 
to difference
a. Difference overwhelming
b. Generational differences
Theme Three: Struggles 
with integration
a. Prior-experience dependent
b. Discrimination and negative assumptions
SARYP responses to experiences from forced resettlement
Theme Four: Coping a. Distancing from or aligning with Somali identity
b. Concealment
How can UKfront-line services help?
Theme Five: Awareness of 
barriers in supporting 
SARYP
a. Services’ assumptions
b. Misalignment around the norms of disclosure and 
the offering of support
c. Cultural differences in understanding mental- 
health
Theme Six: Ideas for 
SARYP and community 
engagement
a. Support from people with shared or different 
heritages/experiences
b. Creating space and building trust
c. Outreach
d. Community links
Theme Seven: Supporting 
integration and 
psychological well-being
a. Increasing sense of mastery
b. Paradigm shift in service models, delivery and 
roles
- Celebration of cultural diversity and identity with 
the focus on strengths and resilience
- Community-based services and group 
interventions
- External support for developing community- 
based services
c. Increasing professionals’ awareness
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Appendix V. Full Focus Group Analysis
This appendix discusses each of the seven themes and sub-themes, 'with 
verbatim quotes drawn from the focus group transcript to support the 
analytic claims made.
V.l SARYP Experiences of Forced Resettlement 
Theme One: Multiple Forms of Trauma
This theme relates to how the professionals spoke about how trauma can be 
perceived in experiences of hardship, loss of home, and negative social 
experiences, as well as from witnessing violence. This theme therefore 
implies that PTSD may be an over-simplistic frame-work in which to 
understand SARYP experiences:
...their experience within their home counties, so it could he 
traumatic, or it could just be a trauma o f having to leave - or - and 
being sort o f ripped from your home and everything that you know. 
And then the journey, which can be pretty hard, so you are going 
through different countries...But then also how yo u ’re treated when 
you get here...you know, the police, immigration treat people 
absolutely atrociously (Charity family support worker).
Theme Two: Adjustment to Difference
This theme depicts the professionals’ understanding of the challenges 
SARYP and their families face during the process of adjustment to life in 
the UK.
fl. Difference Overwhelming
The difficulty of negotiating new cultural and social norms and systems 
was observed by all professionals, with differences having the potential 
to be perceived as ‘intrusive’ (e.g. involvement of social services) and 
overwhelming:
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...moving from one country to another country, to a new school, 
different culture, different language. I  think all o f that can be quite 
hard to handle (Pastoral support worker).
b. Generational Differences
SARYP were portrayed as negotiating difference in a way their parents 
could struggle to understand in their cultural frame-work. This may 
reflect the different pressures the different generations are exposed to, 
where the SARYP are wishing to ‘assimilate’ with their peers, and their 
parents wish to maintain their culture (Berry, 2001):
...they get told that by their parents [about respect for teachers], but 
then they mix with the kids, and the kids don’t emulate that. So that 
they will be rude to teachers...that's where the confusion can get 
worse. Because then you have got parents who can’t speak fluent 
English, they don’t understand the educating system, and now 
doesn’t understand why their child who was so good before is now 
incompliant. (Pastoral support worker).
Theme Three: Struggles with Integration
The relative marginalisation and integration with British peers and the wider
community was perceived to be a dominant struggle for SARYP.
a. Prior-Experience Dependent
Perceptions of integration varied depending on the forced resettlement 
experience of SARYP, with those arriving via Europe rather than Africa 
being seen as more familiar with Western systems and communication.
...those who came via Sweden and Holland, their behaviour tends to 
be a lot calmer and - they tend to be able to integrate into the school 
system a lot better than those students who haven’t (Head o f Year).
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Those who lived in the UK for longer were also perceived as finding it 
easier to integrate due to greater socialisation experience with British 
peers, whilst those who arrived in their adolescence were seen as more 
isolated. Friendship groups were seen to have formed and consolidated 
by adolescence, with possible assumptions around the importance of 
conformity with peers as influential at this developmental stage (Erikson, 
1968).
...they have kind o f integrated, because they have known people from  
the primary school. So they have got that relationship already. 
(Pastoral support worker)
...the ones that have come over, later on as well, in their kind o f like 
13-14. And they are coming to the secondary school. Like you said, 1 
do feel they are quite isolated (Pastoral support worker).
b. Discrimination and Negative Assumptions
This sub-theme refers to the rejection and persecution of Somali and 
wider refugee populations by peers, the wider society and as promoted by 
political-social environment, which makes integration difficult for 
SARYP and their families. Therefore the sub-theme suggests that the 
process of integration is influenced by multiple levels of the social and 
ecological system the SARYP find themselves in, which could have a 
significant impact on SARYP’s sense of self.
...they have experienced a lot o f bullying at school (Charity family 
support worker).
The way they are seen, the way they are spoken about, the way they 
are treated as well within the ethnic groups, it's almost like they are 
an underclass (Head o f Year).
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...we have an issue at the moment with our economy and our debt. 
And whenever something like that happens where people haven’t got 
jobs, it's easy to blame another community (Charity family support 
worker).
V.2 SARYP Responses to these Experiences 
Theme Four: Coping
This theme centres on the professionals understanding of how SARYP cope 
with and manage the impact of forced resettlement. They perceived SARYP 
as active agents in adapting to their new lives, although in ways which 
meant a rigidity or rejection in identity, or ways that made it difficult for the 
professionals to feel able to support them.
a. Distancing From or Aligning with Somali Identity
The SARYP were observed by professionals as either distancing 
themselves from their Somali heritage, through bullying newer SARYP 
or trying to be similar to their British peers, or by joining exclusively 
Somali groups as a way of self-protection. The SARYP’s self-concept 
therefore seems to become polarised in response to wider social 
judgements:
And 1 have heard new arrival kids being bullied by kids who were 
born here, or been here longer ... I t ’s sort o f a power thing (Charity 
family support worker).
...they will start to copy their behaviour, because it's a way o f fitting 
in, and being accepted (Pastoral support worker).
...we have big groups that are coming together and then kind o f 
being a force (Head o f Year).
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b. Concealment
SARYP were also suggested to be concealing their distress, either by 
becoming withdrawn or by being selective of where they expressed their 
difficulties. Suppression therefore may be being adopted as a coping 
strategy by SARYP, possibly reflecting cultural norms around emotional 
expression, or a vestige response to trauma from across their forced 
resettlement experiences.
He was just in his own little world. But when he was at home that's 
not the way he was at all (Pastoral support worker).
V.3 How can UK Services Help?
Theme Five; Awareness of Barriers in Supporting SARYP
This theme focuses on the importance the professionals put on the need to 
understand and overcome the barriers in engaging and supporting the 
Somali community, in order for UK services to be able to support SARYP 
and their families appropriately and effectively.
a. Services*Assumptions
Some of the professionals felt negative assumptions about the success of 
engaging a Somali community could prevent them from being offered 
support, with the need for more reflection on services’ assumptions and 
practice. Cognitive heuristics of generalisation and black-and-white 
thinking therefore may be obstructing further exploration in 
understanding this community.
/  hear a lot o f stuff, you know, generalised, oh, like Somali 
community don't want to engage with schools. And actually my 
experience is just the absolute opposite, but I  think that we have to 
think about how we engage with a community (Charity family 
support worker).
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b. Misalignment Around the Norms o f Disclosure and the Offering of 
Support
The professionals talked about how it was difficult to understand and 
support SARYP and their families due to the community’s reluctance in 
sharing this information. They suggested that the SARYP tended to 
express their distress through behaviour rather than verbally.
...they are quite a proud community as well, so they don't divulge 
that much when it comes to supporting them (Head o f Year).
...refusing to do the work or arguing with the teacher - is a way o f 
not only getting out all those feelings that you have, but also then 
getting support afterwards (Pastoral support worker).
This lack of disclosure, and form of communicating distress, led to some 
of the professionals feeling fearful of distressing SARYP further if they 
were to approach them to offer support, which meant support was only 
offered if difficulties were disclosed, and therefore the creation for a 
system which is not meeting the SARYP needs or wishes:
My role is not to, like, re-traumatise people and drag their - you 
know - Pm not a therapist and I  don't think that's appropriate 
(Charity family support worker).
...it would have to be something that was divulged to us in order for 
us to put something [in place] (Pastoral support worker).
c . Cultural Differences in Understanding Mental Health
The professionals expressed opinions on how MHS are currently 
delivered may not be attuned or aligned with Somali understandings and 
approaches to mental health problems and general coping, leading to a 
lack of engagement or appropriate support being offered. Many of the 
professionals believed that mental health problems were a taboo in the
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Somali community (viewing them as permanent and incurable) and 
therefore psychological distress as something to be kept private.
...when it comes to mental health, it’s almost like, i f  you are crazy, 
you are crazy, there is no fixing it type thing. So that's why they 
would very much like to shy away from that. You know, i f  you even 
suggest to a parent that their child might have some mental health 
issues, it's a massive taboo (Head o f Year).
...a lot o f them come to this country with very much a village 
mentality, where you don't talk your business outside the house 
(Head o f Year).
It was also suggested that Westernised models of health care may not be 
an appropriate or sensitive approach for supporting SARYP.
In the NHS, we have got a model, which is quite Westernised, it's like 
1-to-l and it's quite intimidating and it doesn't fit  into everyone's 
idea o f support (Charity family support worker).
Theme Six: Ideas for SARYP and Community Engagement
The professionals had a range of ideas of who, where, and how best to 
facilitate engagement with this group.
a. Support from People with Shared or Different Heritages/Experiences 
The professionals explored the relative merits of support from people 
with shared heritage, who could facilitate engagement through creating 
links between communities and opening up understandings, and people 
of different heritage, who may make fewer judgements and be more 
curious in understanding their experiences.
Helena Kaliniecka - Portfolio Volume 1 295
RESEARCH DOSSIER Major Research Project
...work with someone from their culture, who can come in and sit 
down and work with them so they trust you enough to allow you in 
(Head o f Year).
...just wanting to understand is probably just as good as knowing 
where they come from. Probably even better, as you don’t have 
assumptions and you don’t come with baggage, you don 7 come with 
your own experiences to put on that person (Head o f Year).
cause I ’m not Muslim, I ’m not Somali, I ’m very white... sometimes 
i t’s a bit safer... I ’m not going to make certain judgements that 
maybe I  would about other kids, or have certain prejudices ....I’m 
not connected to people in the community in a way where I  would 
tell anyone anything. (Charity family support worker)
b. Creating Space and Building Trust
Regardless of heritage, the efforts made to create space for SARYP to 
talk about their experiences were deemed as central to eliciting 
engagement. The professionals suggested it takes time and effort to gain 
trust before SARYP would engage with support offered:
...once you have their trust, then it’s there, they know you care. So 
they open up to you, they ’re going to want to work with you. All they 
want is somebody who cares enough to sit down and listen to what 
they got to say (Head o f Year).
It really is important to open up a conversational space (Mental 
health practitioner).
c. Outreach
The professionals suggested that a proactive outreach approach would be 
most suitable in engaging SARYP and their families, actively asking and 
giving them the opportunity to talk about their experiences, and raising
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awareness of what services are available. This stands in contrast with or 
highlights necessary additions to current services approaches.
...allocate a person to them automatically...and for them to actually 
ask ‘How was it getting here? ’ (Mental health practitioner).
...helping the communities to understand the purposes o f the NHS as 
well. Because obviously, i f  w e’re talking about mental health, in 
what formats does it come in, you know, when trying to break down 
that taboo in itself - maybe one way is going down [there]... (Head 
ofYear).
d. Community Links
Greater links within community settings, especially schools, was thought 
to be the most effective way of engaging the Somali community, with 
location of power and ownership identified as important factors in 
engagement. This suggests clinic and hospital service bases are alienating 
the Somali community.
...services that the NHS does provide, being able to put that forward 
to families, to communities via - the community centres, wherever, 
via a school and that way the parents can engage (Head ofYear)
Certainly outreach, and like you said, community centres - and 
spaces where people feel they have power, they feel safe and feel 
relaxed, they’re used to it and they know it. (Charity family support 
worker)
Theme Seven; Supporting Integration and Psychological Well-Being
The staff had a variety of thoughts of how SARYP and their families could 
be supported in their integration with British society whilst retaining their 
cultural identity, and improving their psychological well-being.
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a. Increasing Sense of Mastery
Initiatives to help families to gain environmental mastery and a chance to 
contribute to their new country were suggested as ways of helping them 
feel part of and accepted by British society, and be less marginalised.
I  work with about 20 parents...So, one, they could learn how the 
system works, and we can support you with that... And then it sort o f 
invites parents to come in the school, and they feel like this is their 
community as well (Charity family support worker).
I  think if  the government actually encouraged people to work when 
they are new to the country, and set up these schemes... as opposed 
to just throwing money at people. Ldon't think we would have that 
animosity (Pastoral support worker).
b. Paradigm Shift in Service ModelSy Delivery and Roles
- Celebration o f cultural diversity and identity with the focus on 
strengths and resilience 
All of the professionals felt efforts to support all young people to 
embrace their identity and difference, and develop a coherent narrative 
about themselves, would help their integration and psychological well­
being.
...celebrating specific identities and saying ‘this is who I  am, I  don't 
have to become a British lookalike, because I  bring some other 
things to this country ’ (Mental health practitioner).
Your identity are your roots and from there, unless you know 
yourself, then everything else kind o f falls into place. And you start 
to understand why you do certain things (Head ofYear).
Instead of being problem-focused, the professionals believed exploration 
of the SARYP strengths and resilience would open up positive
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connections with others, and develop sense of self. This sub-theme 
therefore suggests a paradigm shift from the dominant problem-focused 
models (e.g. CBT), to more positive psychology and social 
constructionist thinking (e.g. narrative therapy)
...doing something creative, or you know, I  don't know, that's not so 
‘you've got a problem ’ (Charity family support worker).
...being able to own, who they are, and who they are out o f what they 
have experienced and the strengths that come from that (Mental- 
health practitioner).
-  Community-based services and group interventions 
School and community centres were unanimously identified as locations 
support services should be based, rather than in clinics or hospitals. 
Therefore interventions and support that are more aligned with and 
attuned to the Somali community’s social and cultural norms within 
families and communities were thought to be more organic and helpful. 
Central to these suggestions seem to be an approach that is normalising 
and contextualised within systems, rather than medicalised and 
pathologising:
...the NHS could probably play a part, looking at family support and 
group support. So you are working with groups o f people as oppose 
to targeting that individual (Head o f Year).
One o f the kids here said ‘when I  was in Somalia, we used to sit 
around and tell stories, while here i t ’s every man to themselves ’ so, 
i f  you have the group, again they will come together and they ’II be 
telling stories, and they get to experience their own culture within 
themselves (Head ofYear).
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-  External support for developing community-based services 
For community-based and focused support to be effective and 
comprehensive, all the professionals expressed the need for support from 
external bodies. This suggests that the role and practice of NHS mental 
health professionals needs to be adapted to take more specific and 
supportive roles, such as developing more accessible services, providing 
specialist interventions when needed, and offering training to community 
professionals.
...best way o f bridging that gap is going via community centres...so 
when there is a child with some serious problems...they can seek the 
clinical support that they need, and i t ’s there and i t’s available for  
them when they need it (Head o f Year).
I  can see the benefits, like as you said o f the clinical aspect, 
especially [for] those children who are suffering from serious 
trauma, I  think that’s necessary you know (Head ofYear.)
...training o f those teachers who are busy doing that sort o f thing 
[running ‘Learningfor Life’ classes], in how to open up those kind 
o f conversations [celebrating difference] in a useful way (Mental 
health practitioner).
c. Increasing Professionals* Awareness
All the professionals felt that it was important for professionals to have 
information (such as that gained from the SARYP interview themes) to 
orientate and appreciate the potential experiences and issues experienced 
by SARYP, and refugee populations as a whole. This sub-theme 
therefore implies that professionals might value direction in how to open 
up conversations that explore people’s difference and diversity.
I  think it’s really important for people to know. When you don’t 
know about people there’s this huge, unseen ‘thing ’ and you don’t
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know what you ’re dealing with - so raising some curiosity about 
that...it also goes for other communities (Mental health 
practitioner).
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1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information 
technology and literature search tools
V
3 Critically reviewing relevant literature and evaluating research 
methods
/
4 Formulating specific research questions /
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative 
methods
y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed 
journals or edited book
y
30 Applying research findings to clinical practice y
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Appendix A.
Kaliniecka, H. & Shawe-Taylor, M. (2008). Promoting positive risk 
management: Evaluation of a risk management panel. Journal o f 
Psychiatrie & Mental Health Nursing, 15(8), pp.654 -661.
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i lPromoting positive risk management: évaluation of a risk management panel
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PromoCng positive rtsk meaagement: evalyaion of a risk management panel
T k  purpose o f tkis study wis to evaluate wEc&cr a  N itim a l Health S e m »  TiiiSt risk 
nunagenicTÉ panel fRMPi service was effective in promottng posWve rük management bjr 
iKppnrtmg mental health dm ciarytcaris in their management of people with mental health 
ppoblcms who presented with high ritl of harm to th em sch » or to others. Fifteen mental 
health workers completed a queslmnnairt regarding their experience of the ILVir. Content 
analysa revealed several themes. The majority of parridpmts found the RA1P helpful 
hecanse of the support prmriikd by shared case discussion and cblledive respcasfbility for 
risk management oEcrrd by the IIMR Medical records o f the 23 im ividials referred into the 
RMP were a h o  examined. Trends in diagnoses, risks and R-V1P reemmendarions were 
ideatthed. This study points to  the im portan t of the organization's role alongside the 
indrvidual clinician's in positive risk management and in supporting people with mental 
health proMem-s using the recovery model. Improvements in developing, a RM F are
K^wmds-. collective responsibility, n id  U s^iplirary working, p s t iv e  risk management, 
risk management panel, self harm, vtoteoce
^  Z? Mzdk lOOS
Introduction
Efkcrim risk management o f  xlf-harm, Mff-oeglect aod 
lio len ct Iry people with mxital ilbiess in the cttmmLnây 
has become an important issue within the mental health 
services, h i^ lighteil by recent government guidelines 
IMcntil Health (Patents m the Commonity) An (MIIAI 
1995, ‘Best î 'rac ti»  in Managing Risk’ (BP.S1R1 DdTI 
2W 7| and reports f'Karional Confidential Inquiry into 
Suicide and Homicide by People with Mental illness’, 
Appkhy e ta L  2001, 2036, 'National Suicide frevention 
Strategy for England', D oll 20021 
There were 1.303 suicides per year in 20O3-2ÎXM and 52 
homicides per year in 1999-2303 hy people with mental 
illnes! (Appleby rt <?J. 23061. Many <dthese individuals had
654
had recent contan '.v:th mental health services. Rtsearch 
m t o r i i  management vinhin the communhy i: therefore of 
high importance. This paper aims te  evaluate a focal 
multidisciplmary model to support d in ia l  practice and 
risk management.
lite ra tu re  Review
The National Health Service |NHS) and <ximmunhy Care 
Act introduced the policy of community care o f people with 
mental health problems in 1990. Subsequent guidance were 
published (D oll 1994, 1995, MHA 1995'j promoting the 
rights tif people with mental health problems to  hzve access 
to care in the least iw tridive setting while also haiarwing 
the safety o f the pjblic. There has been much rmeirch
©• 2R6 Tk Auikn. |xrnsl fitsapiljîœ D 2Wt fSsdwrll FeKii-Vnj. Ui
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iiopcrdng tSf (& a c y  o l d 'u m u n ty  o u t  m trtiËng
h:'£.h-riîk people with mental health prohlems, without 
comprontising the ufpty o f odicn: and wàh k tl*  n ix i of 
hoiptülzütioni'RiKld&tjKne ]M Ü ,S r(iw jcrft JÛ 1999, 
Simmmih cijL  ICOtj. 'Stringer konicidct' have not 
:kown any o ia ca ie  5in% a m m u i::)  carc has k com e  
policy (la y lw  Cimn 19P9, Appleby ft ml 2006).
However, a nanbcr o f  high-p.roftle hcmicides a.nJ sul- 
ddes fWest M:J and; Regional Health Authority 1 9 )1 , 
Ritchie e f a l  D j 'ij  has'c exa^em tcd puhli: pocephoiM  
o f the ride pe-'ple with mental illness p>se to other; and 
have led to w JpsnruL c - 'm s n  of the approach IDoit 
I9)&ji New puL ua haie ham tkm loped itt response, 
CHiitiqg.a bta: toward; management o f v o'^noe, makmg 
self harm and general mprcnement o f cart for people 
with mental btakh probtem; of stvundir} importance 
{Marty Oiapin 2000, Mimm 8( Rumgay 2000, Ryan 
2000).
Pubik prasure to predict aaid piHW t idolence har 
incrcaW the rates of false positive; (falsely assessed as r i s k  
o f Ytokoce) in people with mental illntai thcrcfom unnec 
esurily œ trkdt%  their ngkm and civil lihertie; I'Murra & 
Rumgay 2 0 0 0 ,  Fetch 2 0 0 1 ) .  Crowe & .  Carlyle \ 2 D ] ] |  a n d  
Raven &; Rix (1999) emphasuc the importance nl nenta! 
health clinician!' therapeutic rcspmsihditie; in canrg 1 •' 
these tndividuih in the fact o f th:s bias.
Defend vt pmctice ha: A o  been fjelled by fear of  
professional Imjahtm fCarxm 199TI. There has been a 
subttamial tncrLim m law iidta aeain« mental heikh  
prohaiional; following tiiidde |Xel!ey D M , Berman 
2006), despite there heirg little evidence o f poor pcofs- 
fional practice (Boyd et aA 1996).
Public fean and the legal coocept o f  krexeabihty base 
led to a bias in research in the 1991); <m dev clop.ng cffez: v e 
riik a sz im crü s  to predict Molcnt or suiodal behaviour 
\i|en  D  ifT, C irw n  1997. Munro & Rumgiy 2000). 
f n p I a l actuarial data have 6m onarated wme clear 
baween risk fa a o n  and violencefsukide in 
ic with mental ilness. fIw evct; it bas been found that 
such factBTJ hive little predictive utility for individual cases 
because o f  the rardy cd the pbcnomena they are measuring 
and the overlap o f  indicators with the general population 
fABcn 1997, Paris 2002, Rihmcf d a f .  2002, Berman
2006).
Rudd joiner j1998| empbanze tSat the value of risk 
as!c«tncRts lie; instead in informing the cominuous 
process of risk management because of the dynamic nature 
o f risk. The topic of day-to-day risk management witbm 
the community ha; been substantially overlooked 1  ^
TCKMcb ISnowdeo e t a l  1999). The Care Services 
Improvement Plan (CSfP) and the Department of Health 
{D W I2007) descnbe p o sË i*  r ü t man^icmaif as
\ . imprav irg the -«rvxe e c r  s cual ty of bfc and plans 
fur m.rTcry. wbiic .cmamirp. awar: cf the safety nmdx 
of t k  service uxz, their carer and the pubbc.'
Previous puK iation; regarding risk [redominantly 
consist (if literature reviews, with a focus on viokrcc ard 
risk a&essmcnt became of public tnqidrics. There is there­
fore the need fo: more chidcally led research and accounts 
of positive practice that ckampWri the rights of the indb 
vidual as well as the public.
Reasons behind the risk management panel
T h ep esoitod  rkk management panel f RMP) sm ic e  model 
bas been developed to support indhidual dinidans and 
teams in thfir positive management of individuals who 
preseia whh ld[,k risk of harm to  themmlves or to  others. 
Managirg pcaph with cmnplev presentations within the 
comtnurity, under the threat of litigation, can be anakty 
provokmg forthc clinicians invcKved.'lhe RMP pro v ida  the 
opportunity to di scuss in a fresh, ndlccdve way the individu­
als' situations, the nsLs they present and the ways they a x  
managpd. The Trust takes co llectif respond hility (or any 
risk, with the aim to decrease indivWual dinicians'anxietia  
and therehme to increase positive risk mam^cment.
S i i .  m m a g œ e n t panel
The R.V.r is provided within the KllS Mental fkalth and 
Leaming Disability Services, w hxh cover a populanon of 
approsinutely 429  dOO peop'e and is available to all age 
groups. The panel consists of mukidisdplinar) members 
representing diEcrcnt services. The RMP oEerv three slots 
for case discussion on a m onths basis. C as«  are mferred 
to the RMf fallowing, dscussion at focal gpi,up&, and are 
presented by the care coordinator and consuhant ai the 
RMF meeting. Agreed RMF recommendanons arc wrmen 
up into a risk managxnem plan, which is then incorpo­
rated into the person s care ^an.
llseasrd i aims
The cases referred to the RMP will be rcvkwod with regard 
to type of risk, diagnose sand demographics. The R.MP wJl 
be evaluated through feedback provided by referring clini­
cians and through assKsment of risk levels following 
tmpktncntation of EM F reoommcndatians.
Method
A q jamhative dcs%n was used to gather information been 
medical records and RMP reports, and to gaAer feedback 
from mental heabb cbmciaRs.
G  M i  T t f t  J œ B s a l  e a * p 6 û a i  1 1  M S  B ü i m d l  h A M ê r ,  l  t d m
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. Kalln&tka & FA Shzwc-Tsyicf
Selection procas and participanti
T w w ty iix  ont o f 3 6  avaihWe :1ok with the RWP {thne  
per meeting) were taken In Januiry 2006-February 20D7. 
Twwnty-thr* o f  these were hmt tb ic  case p xgcnudcnt, 
and the other three were case renews. QaesHmnaircs were 
sent to the 32 mental hcakh d m ica rs  Ipanidpants) who 
had praentK) the 23 hrst timc cases, hui nor to  thcce w ho  
attended reviews because o f  the dr&ring nature o f  these 
TRKimgs. Deracfraphic, diagnostic and risk information 
was gathered from the medical and RhIP records of the 23 
people wkh mental heahh problems from t he correspond- 
sng presentadora.
DatacoIkctM»
The participants' experiences of the RMF, the IM P  recom­
mendations and tht'ir overall opinion o f  the IM P  senioe  
were collected asing a staff tpucstionoatre (SQh
fn Part Î , dosed qucstiorg were used to collect easily 
encoded, quairinative inforniatiotL The participants were 
asked to  answer 'y a ', W  or 'don't ktiow' to whether they 
agreed wrtk die qimstion statemcnti. Sp u zs were provided 
to  allow  for any additxmal comments the partidpants 
might warn to make. In Fart 2, open-ended questions were 
used % oollecr miwe ddailed, qualrutis% rnformatiDn o f the 
partidpants' views. In Fart 3, a 5-point scale question to 
specify their kve! o f sgecm ent with a statement regatding 
the bdpfabgs; o f  the IM P  was included.
Each m d m iW s  ddgnosts arvd/or presenting problems, 
demographic mformition, ideatihed risks, risk k ic k  and 
RMP recommendations were collected uang é e  "IMP 
Case Information Form' |Q F ). This information was cof- 
leered from the individual's medical and IM F  records. The 
indindoal's immediate and long-tcrrn risk levels were 
gathered from the Trust's Risk Assessment Forms fTRAFI 
cam p k ed  up to 3 moodis before presentation to  the R MP 
and 3 -6  m oodi: after,
All data were coded, and anonymity and conSdentrmlity 
wmre assured.
Data analysis
Sections of text in the SQ and GIF were analysed using 
content analysis fWeber 1990|, whereby tuformadon in the 
text was condensed into categories to  reveil themes and 
patterns. Raw data were initially examined to estabikh 
categories. The SQ included open questions regarding 
the hcnefidal and disappointing aspects o f  the IM P  as a 
whole, and other comments. The GIF included the list of 
IM P rKommendation; and identifid risks for each case 
using pre-identihed categories. Idcntifid risks categories
w w e cstab lisW  as risk tt self fsucifc, self-neglect and 
seff-harm), risk to  others Ivulirci. and risk to  self a id  
others fsuicideFviolence, stK rtg-*ct/,iolcncB, self-karmf 
» / nai
I lescrntivc statistics were used for rid: levels oh é c  CU^ 
on the closed 'yidrio' questions and on the 5-p«n t scale 
question on the SQ.
Risk is ëv id ed  into tw o c l o n e s  on the TRAP: assess- 
mer.i of im m diite  risk levels and assesammt of perceiv'd . 
long-term risk levels. These categories are further subdt- 
vided im o four risk subcalzgories: violence, seff-harm, self- 
ncglfci and harm to children. Risk levels for each of these 
sukategories are soared on a J-pom t scale: 0 = negligible,
1 = mild, I z m d iu m , 3 = high, 4 = lifc-tbrcatmiing. Risk 
s c a rs  from the pre-RMP TRAP (completed within 3 ■' 
months bcftre RM? pcescntarion) and post-IA lP TRAF 
(completed 3 -4  montbs after IM P  presentatkm] for each 
o f  the subcategories were collected for both tbe im m d k tc . 
and perceived foog iem i risk categories. Tbcsc scores were 
then compared with detect any shifts in ride levels.
Results
Fifteen pairicipaats (45%) co m p k td  the quBrionnaix  
(hve social workem, four communhy psychiatric nursG, 
four occupational therapists and vm  psychiitriscsl.
informatiom about W ivtditals w iÉ  nv-nul huihh  
probkms refcmed to the RMP
Dewogvapkrcs
Fourteen (61%) of the individual referred to  the IM P  
were km rie (mean ag e= 4 2  years, range = 27-6S) and nine 
(39% | were male (mean a g e= 3 1  yean , range =  18-59).
Dàqgmosrs
Fifteen (65%) individuals were diagnosed with personality 
disordo; 11 (52%) o f  these with borderline personality 
disor&r, of which 7  (30%) had oo-morbid axis I diagnosis, 
most hequcntly depression |n = 6 ,  26%). Four (17.4%) 
people were diagncscd with schizophrenia.
Ten (71.4%) o f  the women were diagnosed with person­
ality dsKsdsT; three (21.4%) o f  these had CD-morbid diag­
nosis o f  dépression. The remaining four (28.6% | were 
diagnosed with dcpeession fu =  I), anxiety |« =  I], bipolar 
affective disorder (n =  1) or unclear (rr= I).
Five (55.6%) of the men were diagnosed with personal­
ity disorder; three (33.3%) o f these hid  co-morbid dia­
gnosis of depression. The remaining four (44.4%) were 
diagnosed with schiiophrenia.
0  3%K Tti aiîîîrct Ixrru! coarilijiix 0  22M Kid'Aill ftKWiri) I.;:
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PoncWng poiltvo rük manag*m«n1
1
i  iats □ l-fiinils
Ris», la r<W(54h-as Rak k IwiNlkt: k  Qüwf»
ind ‘ItNîs'5
Rjs-Ktei
f t c  nik arcai e t  dw prom tK l m èv x liu k  arc iltuirraiedm  
]. ThWlKn o f  tlioM inckviduil; prMKited ràk 
10 tk n ü d v c i, m  l26 .]% i -\L  ;o tH m K h a  m d  «b er;, 
and iour | I7.4%} l i s l  ta i/n M i Ikc majonty o l d% 
w w iw i pM xnkd rwk lo  éc iax lvc*  i.ir= 9 , ^4.3%), W k  
iSre^ 121.4*'», n*k to ( * k « \  and two «14.3%; ride to  
iSrinx^M  ard (« k e n  Tka urne nü,in kcr o l mm prom tcd  
r»k to tk«nx(%% |;r = A  44.4% i and m k to tk m iM h *  
ind (x h m  im =  4, 44.4% |, witk onl; ont man
rnescniùig mL to o tk r t .
jv r o t  Ifw ù
Ijuki caict' n;k a^tcHnieia %tM» w w t momplete 
hecau* o f mWting ot incomplete TR A Pt Tke reirair np 
15 indindüait' data lA t wcrt anal%xd uMi% deacnpine
stansto .
Shihs ketween iKe pre RMP TRAE* and poa-RMP  
IRAF i  m k a^xstment e o r a  (of immediate and penreived 
long term n*k categonei are illu«raied m Fig» 2 and 3. H 
no *l"ik& octrurred Ixcai** o l ritk b eng peroe:\*d at oeg- 
lig; Ke. th ev  % em cxduded fmm analy wt o f  xores m
immediate and D %  o f  K ottt in pcrsenred kmg-mrm 
a t x t x d  TÎdi IcveltL For botb immcdiaic and Img term 
at:c»ed  ritk lerd caiegorict, no change %aa Innnd îo  be 
dm moA frequent ghik. foW ved  h) decreased ri$k. then 
increased ruk. N o ligmAcam cbar%M were found ia hak 
Imwk for the four risk tuhcategonts.
Risk nuBagemcni panel rcoommcndatioo)
One hundred and nine recommeodanon* were made hy the 
RMP m January 2D34-Fehruaîy 2IXE, #  kich Ici) iiwo four
6 13W Tk auiW* IwaL RmpüiM* 6  KO* BiKkmdl kkbW^I W
o No Change 
ODecrMwniW 
NkitrMwdRna
FIpum 2
Stitta A  immod^W rl*  Iwelt
OMoChmf
ODKiMMdRmli
OntrwwdW
Flgum 3
Shitbmp@Kgwni«;g.tymn5ki**k
tnain catcgoncL 6 15 in 'referral to  x n io B  otaade the
Truz% 16 (H J % | in W erral to  aniwhcr x n ic e  w itkn  
the Trust', 40  (36.7% I m 'endorsement of the exW ng  
care plan without any further rccommendaixin:' and 47 
i!43.1%| in 'adiioe on riik management within the curreni 
team'.
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Staff. tfwiicjBs
Parf 1 -  QoscJ Qî^cslims
T hï tnafarity of participants {;.i =  0 |  felt they were given 
appropriate Information for A e R.V1P case presentation. 
Only one p a m cça o t fd t ke n e a W  more niloniutiDn. 
All pariidpanb k it  they W  cncugh t h »  to
adeqiutdy prexnt thar c a c  A  the R M f meeting. The 
naÿority of parriripints (n =  13) foirnd the RMP's c i *  
é K ü ss o a  uscW . Two participants commented thA they 
found n  'isefül and stimulating' and ‘helpful and sapport* 
ivA  Two participants did not End the discussion useful as 
'noffitng new w as diictssed'.
The ma|ority o f partndpints fn =  121 were dear about 
the PKommendjcqTO and cm zlusions at the end ol d% 
RMP meeting. One participant commemed that n was 
"cleajET when received in writing'. The nugonty o f  partid- 
pants A  = I J| found the RMFs recommendation; appro- 
priate and ls e x I . Ho-Auver, one parue pant cotnmcnted 
that it was ‘a waste o f tim e'.
Partidpants varied in wbctber they felt that the iiWi- 
vidua^ whose c i x  was pcsented to the found the 
TKimnteoda&KS uschd.
Fart 2 -  Otnenifl Ophtfnms
There were S3 cotrments provided In response to  the open 
queraans. Tffirty-Eve èiscribcd hcnefidal aspects of 
A c  R \ir , 121%]%! d exnhed  dmppotnting aspects o f the 
Rhtr, and i  ( l l f o l  were additional comments. Ovcrat, 
A w e were 39 positive om im ents and H  (26% | 
negative comments regarding A c  RA1P scrricc.
Fmtber rubcategcnw emerged from the inspecdon o f  
A c data. These are ilustrated in Table I ,, along with the 
frequency with whmb A cy oocuned.
Dbkt
O v ra  oprHHoiwg3r@ ng@ % tW tnan3pm gnpanttg% W 9
Category Suticatryiey Eraqatnqf
Sendtdsf ‘ Sippcft 1er prot£$SOTl*team 17
ZpKtS • Case CtsoMcn IS
« Endorsement o l rkk management 5
* RWFs authority 3
DisjppclniJng ^M am tK rsripo ttrw R W 4
aspects • i m  managomKVI ptm 3
« Case discusdcn 2
• 5p<Kll% rctcmmcndaton
ftustraUDns
2
* Prcftss’cnal pracsco scririnacd 1
Other * PosltvE abcut RMP 4
conrTKrts • N^gatsvE a txu t RMP 2
Thm coding of catcgm cs was fotmd to  be teliahk  
(Cohen's kappa = 0 ,75 , reconunendcd mdat for Cohen's
feapp-a = 0.7) (Miles &( Huberman 1994).-
Zcneffrial aspect; o f  the RMP 
Four subcategorics emcr|pd from A c  Girdmgy. A high fre- 
quenqr commentai on the fecbig o f support and security 
the R.MP provided tor the chnidans and teams invobed. 
A high frtqncng also comnKoted psmtively on A c  case 
discussion at the RMR They found the opportunity to  
discuss tndivH aal cases and « W e d  risks in a new forum 
tixfuL Otha" subcattgoria mrimkd the RM Fs endorse- 
mcid o f A c  sWierring team's risk nunagemcnt plan and 
the RM Fs auAority in enabling recommendations to  be 
Ktioncd
D isappoinringaspectsofA eR M P  
Five subcaregories emerged horn tbc finding;s. These 
included the mcmhersbip of the RMP fe.n. numbers of 
peonl *-0 risk management plan fe.g. lack o f cfarity), 
C 3 5 j  Ji c j  s  n  ( e . g .  absence of presKitcd indiv iduaFs con- 
sultaot psyicmatristl, specific recommendanon frustrations 
( t | .  not able to discharge individual as hopedl and scrutmy 
of professionaf practice.
Other comments
Two smbakgvrics cmciged from the Endings. These 
mcludcd positive comments }e.g. 'RMP very uscAd tool') 
and n^ativetom m ecgs fe.g. regarding R^IP m em bsship  
and theg pnqarition for A c  case prescnuiiocs- regaidir% 
the pirtkipaiü;' expcrietKie o f  the RMR
Art - OifRn'f mzpRssibiT qf Ae RAff fJpomf snrk)
The ma'orky of participants |n =  12| found the E.V1P 
bdphah four panicipants strongh- agrcKl, and partich 
n a r s  a - 'w L  The median and mode am ftm xd  that 'agpec' 
Was S most oommoin respm sc fm ed ian = 2, mode = 2  
2 a reeff. Only tw o partiripants dW sKit agree and one 
participant did not respond.
Discussion
The focus of this paper is to evaluate a local RMP, The 
aim of A c RMT is to support mental health clinicians 
in managing people with mental health problems 
who present a high risk of harm to themselves or to 
others. The cliniciins" Iparticiparn-sl opinions of th,e R.VIP 
service were gathered and changes in individual;' risk 
assessment levels cakuiited. TrenA in advice offered by 
the IIMP, risk area; and individuals referred were also 
considered.
65g C Tk Auibw. Ixnul a m p lrw  0  Pîsi’tHTll kKkkti; l.t£
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PnimoWng mnagomènt
lie wiÉ mental heudA probkins referred to 
A e R M P
A high îtumher of the miividuik referred to the RMP 
werr dagntMcd with per&umlti} diMakrs, many wkk 
CD n-t.AiJ depresskn. T k  RMP is thcrcfom providing a 
service to tkcx  who ao: normally given low prion:} 
{Burges; ef a l  l-DOOf. More women than men were referred 
to the RMI( with the latter': avenge age hcing auktan- 
ta ll | lower than the focme^ which correlate; with prniou; 
rmearch kiSiijg: {RotW jomcr IM S , Ihttb 2002).
KÈ&: siem mid k v tk
The Endings show that risic to others was the Iciri idertt- 
lied ridi area, and rtsh to  self the most. This tkeretorc 
fortker ciyarmracti the etagpcrated pe%epnon o f violence 
by the mentally ill (Munro & Rumgay 1030, Ryan lOOOi. 
Iü;k levels decreaicd tn 25-40%  of A e  cases following 
RAtP prcsccnnan. llow nvet over 50%  o f A e  cases' risk 
level: did not chargf at all. The W :  of A e  RMP': effect on 
risk levels could he attrihutcdro the high complexity of the 
ca x s  rekrted to the RMP P o A h c ridt tnan^cm eot is 
important tn ciri:% for those where \ . rak can never be 
eiimiraled' IDoll 130“ p. 101. It may be that hy promot- 
ing positisc risk taking, the RMP works to decxase long­
term risks b u  has lia: effect on ahon tann ri:L  
Methodological issue: could alsr cocAhute to  these 
Ending:, such as the low r .u n k : of complete data sets 
gathered and A e  qucstitmahle sensitivity o f the TRAF aa a 
tool to measure change in risk levels. These factors should 
Acrcfore be considered in future research.
Risk management panel remmmm&tiom
Many of the rKommndatiun: emphasized muftiAsci- 
plinary team work and im epated xrvices. ci'rmspomhng 
with the BPMR |D o ll 2W “, philosophy. RKom ntnda' 
T'im w%m drawn up into a  risk management plan that was 
sLhscqucittly Incsrp-oratH into the referred individual's 
care plan, as advisnil by Appleby d  a t  (13061. Recorêng  
A e  risk management plan provide: legal means to demon- 
strate thaï Tmcmahle attempt: have been nude to identify 
and manage risk ( M I  1995, Carxm 199T T h i s  lessens 
A e  chniaan': anvimie: o f litigation and therefore increases 
poritive rûk managcmeoL 
It w a: tindeaz how many people w:A mental b ü k h  
problem: refetred to Ac RM? found Ac recommendations 
u x fu i Rtstardi would Aerelorc benefit from their 
increased ms'dvemcm m monitoring and evaluatmg mental 
health x rs ic .s  ;DoH 100“ |. Discussion with mdiriduals 
regirAng Aeir referral and outcome of the R M f should be 
coiaidered {G3P 2007).
y  2)1* Tk Aaikm. jsusal tarsgislt^ i 15 2tl3f Bbsleitll îuâîaèis| Liii
Staff opmioiK 
Braejraiaf aspect: o f
The Endings A ow  Aat the majority of panicipants had a 
positive captricruc w tth tbe RMR They felt A at the prepa­
ration for the R V r, using an RMP referral fonn, was 
appropriate. I he referral form use: a gandardized forma: 
to review the indisidual": nsks. n n cen ts and any addi­
tional information prmidid hy tke-r famiiieSlcsars (as 
recommended by Allen Kcirk 199“ Berman 2006).
The parricipanl: felt supported, «cure and re&ved to be 
sharing responsibility and derision making for the cases 
and tmk: they were working with. These ftndinai mirror 
the strength: klentiild by A e  GIF* |2l>37) in an RMP. The 
RMP encips’jUtcs the bP.MR [Doll 2007i philosophy of 
the o%aniza:km': role a'onrsidc the indiridual clinician in 
effective risk management, w iA  the involvement of xnior  
collcaeue: to advise and support. Previous rexarch dim- 
onstraie: that such increased support eases feelings of tsr- 
Ltion atxl mre» in demanding, environment: (Davwvn 
I9P7; Raven &; Ri% IP99, Burgess rf J i. 23M , k'alvnte 
2M2).
Tbc panr spirits found A c  RM F: disaissksi of the case 
and r k* uvA l and the reanrnLndations made apprcpri- 
a c and hehfu* lire partuipary va'uedtbc opporzm ity to 
disuiL cases in a new forum and to consider alternative 
action u Berman (2306i emphasizes the importance of 
sharing information on potcntull; deficient area: o f the 
nsk management plan :o allow fm  furAer development. 
The RMP bas therefore ach'fved hs aim m prav ién g  staff 
with the oppirtunity to discuss risk management of caxs  
In a new, refiective way.
Aspect: o/ the RMP rbat reqwrne mproi'mrm 
The findings sbaw that only a minority of partidpants 
found Km e aspect: o f A e  RMP unhelpful. A few partici- 
pams oummented on A t mtmbership o  the P MP lb  
CsIP 1230“ I sLji^ eesL: that the number o( I M l n  mhcr: 
should be small (three to Eve t^'hureas A i  wtTcn. 
RMP can haw up :o 15 tncmbcn;. The CSIP": (loo'll 
suggeaion o f Aaw ing fn m  a pool of profeKional: should 
be toosidcrcd to  reduce numbers. It i: also important to  
ackiKiwIc%e tkai group dedrion making regarAng high- 
risk cisei h often cautious with passible implication: f-:ir 
bimun t%hti (Kelly &; Milner 1996). b i T e a ^ m  of 
group influence on risk management shoidtl be coosidered 
in future r^eanA.
The cu rrtr  RMP members' knowledge and e ip ertix  
w e «  qaestiontd, wi.h a few participant: cm m eoting on 
the number o f x rv k e  manager pr ^ t h v itn , nprexn- 
taiÎTes fnxn o t lw  savicc: (c^ f i e is i i  ^ n c : '  i and iden- 
tifying rdcvant training should b. jon_.2e:ed to improve
659
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quality of R MP mpul, as rccommcniW in the BPMR |Î Î d1I
2007).
Rid; management panel msmkrs* level o f preparation 
for the meeting couW be impmored, w iA  Kforral form; 
k in g  distributed and read before, rather than at the prc- 
wntation. Thi; wmdd foAcr more free disconKm (a; 
a d r isd  by the CS!P IDO/j and increase time for the RMP 
to 'get to  know' tbc cam and to  develop à clear résk man- 
agerncm pdan.
The partktpanb' czpectatjon; o f tbc RMP ioRnenced 
Acsr peroepHons o f the terv ia , with some negative com* 
nxnt; attributable to  &apipoirAmen: cn no: Tcceivmg new  
wggMtfons { i t  RMP KsWy endorsed tbc tutrcnt care 
plan I. it may therefore be useful to ascertain tbc clinician's 
eaqxctitrtns at tbc begnrtirg of the RMP meeting to  guide 
RMP mpuL
Iffiproving risk management fonoidadon
The BPMR fDoH 2007) e n ç h u i i s  the need for both 
general and qiecthc, h%h and fo v  rsk s to  be CMKWered 
when formulating a rcsk management p k r T b: RMP 
w ouldbenclitffom w K fonm gbsfoaafrom  yklyh^^h rsk  
concerns to  fuatkr consider A c  recovery m odel Tbis 
tncfod» sdentrlytng the person's strergths, geocral aspects 
A at help them stay at low risk and low-risk conoems 
ah em  to the person |e.g. sooal bolation). This w ould bclp 
improve qualtt) of Ife  and thus promote positive risk 
tnanagcmcni I D o ll l&H/j.
Conclusions
Responses frvm mental bcalA clinicians working with 
high-rsk trd ndua's mdirak that th* RMP is achim ng its 
aims to aHmiatc anndies: and enrourage fmsb, rcllL^\ 
case dtscusmon.This bat been achieved thrauîïh the tru 
disripîirary RMP taking coilecrivc rcsponsibilty f r tb 
nshs invWvci^ offering support in order to promote pod- 
live nsl: management. The RMP was found to have m  
sigmEcant effect cm risk assessment levek However, the 
aim of tbe RMP is to  etKooragc positive risk management 
of individual; in tbc long-term, m cax s where tbe ride may 
remain complex.
The study ba; shown that risk of xlf'harmhKglKt was 
the most prorrinent risk presented at the RMP. The RMP is 
Acreforc helping to resolve the imbalance In care where the 
primary focus has been on m anning risk of vfobnce, 
despite its unprediciahility, rather than on proridmg better 
health outcomes for indivtduib in general (Petch 2001). 
Current Endings suppart A c use o f an RMP, which pro­
motes A e  concept that risk management is a 'p roadue 
tool' in community a r c  (Carson 1997).
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Embarking upon clinical psychology  
training: Our relationship to change  
within a learning group context
Rosie Powling, Manveer Kaur, Kaanan Butor-Bhavsar, 
Michelle Miles, Cathetine Atnas, Jem eela Hutchfield, Helena 
Kaliniecka ft Naomi Spokes
AT THE ST.IKI' or diitiral ps;,cliolop' itidninK o:ir rrhon 'sits diudrd into pcnonal and pmRshicmal b'aming dh- 
rmson ITPLD) each ccmRsdn); oF 
eighi gToup members. IhfM* pxnips ottercd 
a safe spRf e lo reflect on our experiences of 
tnining -  hyr example, in termî of clinical 
mrk. cthicil andscnice dcvrlopriieni ivdici 
'Hiis article explore! our relaiionslrp :o 
chan^Tf as trainee (linkal psythulog/ts. 
inflnrlmg what change meant to us and hcnv 
it impacted upon our clinical practice dur- 
ing the Tint year of tmining. Out aim \s lo 
offer some xcfliTfions about commencing 
clinical psychology training and higliiighi 
die value of group tasks in developing 
Tellecthe practice.
Our rc-ncciiorj base aTi.!en as a result d  
a pTo^cm-bascd kaming ( MU.) task on J i 
relationship lo change", ivith which we 
engaged within our ITI.I) groups, whilst 
preparing a presentation mer a fivewek  
induction period. We were given general 
prompu abnu* Ww to proceed, bat were 
r nHiuraci d to make our own tnterpretadon 
of the task
The group procès 
Dn ly i&jY
Initially, our discussions focmsed on personal 
change, which was understandable in the 
context of us all hming commenced the
course and perhaps Itaving made life 
changes in ortler to do so. .As a result, some 
of us fell resistant to further change, a 
defence pcdiaps to pre-training hearsay that 
suggested we would tran.sform during the 
coitnc and lacked conuxrl over this procc.ss 
r l hope that the core of who 1 am will 
remain the same'i.
Our dtuuissicns shifted into the c.vpl:> 
radon of change within a wider framework, 
including social, polhical and cuhitnl con­
texts. In order to engage with a cmss-w'ciion 
of the literature, each group member invcr 
ligaicd a different domain of change aibd 
reported back to the group. Dicse domains 
included different theories, for example the 
Transthcoreiical (stages o f change.' Mctdel 
(Pixtcbaska & DiCIementc. 1983.1. ideas 
invoking group processes (Bion. 1901) an-d 
changes in group identity iTbiak L  Van 
Riel. ZfKfh). %  also considered change 
within oursebT! and our clients, as a result 
of wxtrkmg within different thirapcutic ori­
entations. such as cognitt',e behavioural 
IRennett-Levy. 2i]05> and psychodynamtc 
models (Hmord. 2005).
We flnalb decided to focus our presenta­
tion on die process of how our PRID group 
wax changing over time. b’. working within a 
critical reflecdons framework IRoTc ft J , 
2IKH). This tnvolved rsReciing upon why 
m  did (descriptive level o f  rEflectionl win
^9
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WT did h (incorporating «heory and knowh 
edgei and what diis meam For oin clinical 
prarorc iTeHcxivc level oF reFIfctitmh Wc 
dhistraied dicsc ideas thmttgh a collage, 
which wiu an idea gnspircd by Ems: .tnd 
Martin (2G0dh
llo w  the group evolved 
EstabiWshmg ground ru le, orgamwing a set 
formM and assigning a chair and scribe Ibr 
sessions helped to contain our anxieties and 
implement struciure. There were man: 
advitnt^es oF tackling ihe PBl. task as a 
group. These included the fasciinaiing group 
process that ensued, the rapid bondtng oF 
our PMD group and the laige amount oF 
rcsf arch and knowledge that could be- mtes- 
ttgatcd and shared by the invohemeni oF 
eight peo;:^e.
It W35 interestmg to observe the group 
dynamics over rime. In tlse hrst couple oF 
sessions there was a loi of talking mer one 
another. In hindsigitt. the need lo articulate 
our optnions was pt'diaps a combtnaiion oF 
fipeling vrtlnerablf and anxious. particu!arh 
tn the context of establishing oursches 
Mthin such a competitive course
Following ihese tnittal sessions, group 
members were able lo shart' personË reOec- 
tions with each t)ther. Some group mentbers 
bflieied that thm should relinquish the 
urge tt) contnjl. Other quieter indniduals 
were concerned that thar contributions 
mtgh' I*' less valid or that they would need 
to chmge tjteir communication style tn 
ordtr to cope with the more dominant 
Yxtices ('[ need lo ump in quickly with 
points or I won't ewr get to say anything!'!.
.A lew group m#ml*ers felt more con­
tained when OUT faciliiatorwas pret4. n1. p r  
haps because they valued her wea.ih ckF 
experience and competency. Oilirrs felt 
metre inhibited in the presence oF a per- 
cetvixl ‘ituiiiontv Figure' and considered it 
Y»as easier to conllici or stray From the rules 
%iten she was not present. Our lacilitaior 
was .tliM'ni in the fourth session, which was 
the ( losesi our group tame 10 storrriing 
according to Tuckman's ■: HKiSi model.
[his storming wits indicated bv the col- 
lapw oFsimcuire within the session and the
temporary psychological withdrawal by two 
group memben. who felt that the convema- 
tion was circular and chaotic. Fnismuions 
WC1T also experienced the chair who Felt 
inadequate because oF her inability 10 man­
age these issues.
.As the group arrhed ai a consensus 
regarding how to proceed with ihe task, and 
the facilitator returned, the (bnamics 
clkanged as group members leh more con­
tained and there was a growing sense of 
teamwnrk This Iwl to the group nnrming" 
and performing' FTuckman, 19651. through 
cliannelling our energv into the task.
DlFfcrcncc and dhvrsli}
.As a group we were ad (emales xn nur twen- 
tit's and thirties. From a mixture oF midtlle 
and working class backgrounds. Fhe major- 
iiv of group members were white Ciaucason; 
two were of .Asian ethnicity. Diverse c u l t u T a l  
and religious backgrcxinds were represented 
In croup members who had first-hand or 
Fimihx' tx n tr m tis  oF growing up in a 
range ol dtvtA'ptd and dest'loping coun- 
tnes across Luropc and .Asia.
acknowledged ihit* these differences 
within the group influenced multiple 
aspects of our personal and proFessional 
devekiwnent. One example when ihts wns 
highlighted was during a disni.tston about 
:ir anicle regarding learning namativcs in 
gr «up supervision, which proposed that our 
prtvKxis experience of Icaming d tnt huw 
we communicate and approach I iwita- 
the group learning (.Agget*. 20041.
considered how our previous expe­
riences and personal qualities impacted 
upon the group and its decisxon-making 
during the MU. task. I hxs has helped us to 
appreciate group processes on placement 
and consider how our language and formu­
lation sty les negotiate more mcdical-ort- 
enicd nam thes within multidisciplinary 
te.mas AH) I si.
Ir. terms of communxcating as a gmup. 
we miiijllv had a tendcnn to be o’.cr- 
poliie With one another, which made 
rejecting ideas and progressing with the 
best' idea diFficiilt at times, but also 
resulted xn some richer, more meaningful
ill
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convcTsaiions. wherrTn' wr validated md 
dtvfloprd (me ancnhei's id e ii
\Ve oFtcn snuggled bciwcen csiaKishing 
(KiRehrs niihin d:e gmiip mniext, sniving 
m prove nur rompe i r m  and warning lo be 
likeÉ Similar di(Ti< uhies can lie experienced 
within dienpeuiic rclaiionsliip! we dbcm- 
ered, «irh as when wr ask clienu engage 
in challenging lasü m diciapy.
Over «me we learned lo revise initial 
jndgemenis about each other, appreciate 
(Kir diderent working lackgrounds and use 
nur Kiengihs in the group s advantage.
11cnrc v.T learn: not on I? to appreciate, but 
alM) luilise the group's diltcreneesand diver- 
sir.: This appréciation and uiilisaûon ufindi- 
vidtial dillerence! is important within Ml) Is 
and dtcrapeudc coniexui.
Impact on cM cal practlcer 
llîcrapctiüc change
During group discussions we observed that 
change can be empowering and daempow- 
enng. Tbi^  idea is of c(m!idfral)l(' tmpor- 
ùncf in clinical work. D ie ovendl goal oF 
many Forms of iherapn For example cogni- 
dve behavioural therapy lOH'). ia to 
empower chrnts to make changt s.
Additionally, our judgement about our- 
sch'cs within the group wcte at iizncs empow- 
ering us to change, bu* at other times acted 
&s itnheZpFul. dysFuncdonal assumpdons, 
which parallels our clients' experiences, 
/^though CHI Focuses on change within the 
diem, die systemic ctfects oF clunge o n  
rrsiili in social and cultural change within 
rela tiomh ips, (arrâlies and commtinities.
I'eelings that group members experi­
enced during the task may parallel those oF 
dtcms and carers, f(tr example leding 
unheard, unable to change, selFconscious 
and out of control. \Vc found that our own 
emotional and moiivuuon levels minored die 
group as a wliole and mer the year, we liave 
noticed parallels tn our therapeutic work.
Tot example, when clients feel motivated 
we iMdievc wc are better therapists. VFhen 
clients appear de-mot*vaied we can think 
that the diempy i.s stuck and our selfconG- 
dence is reduced. Y^e can (eel Irustmtedand 
(wrrwhelmcd at the progression of therapy.
the responKlnliiy we leel as theraputs ami 
the stniggle to work collaborai hely at times.
As novice therapists, our anxieties may 
hinder active eliciting, exploring and appro­
priately responding to dienu:' and carers' 
concerns. Discusvdons a: the start (tF dtcrapy 
have Itigblighted die importance of ade­
quately preparing clienu and invesûgaûng 
the potential impact of clange in order to 
assess readiness For treatment, enhance 
motivation and instil hope.
Over the year we have noticed how we 
place great emphasis on change as an out- 
come that can he measured, but on reflce- 
tion. might dierr l’€  therapeutic benefits for 
clienu despite the evidence from outcome 
measures, parueularh .symptom-based ( |U (.s-  
tionnttresf Docs psychological issexsmcn: 
iifwdvs allow lime to capture personal 
growth/ And what about change as a means 
to enhance poHUve wrilbeing. as opposed to 
simply reducing psyrhologica! disi ress/
This shiFt utwardspositive psychology hsLs 
gained more momentum in recent times 
(e.g. Seligman, 2i)02I. .As such, we need to 
continue to factliiaie the progrtxision of 
mental health cukure from the traditional 
perspective of symptom reduction to facili- 
tadng change towards a client's personal 
meaning of recovery.
Tinaih. the experience of the PEL task 
helped several group members to develop 
their facilitation skills in therapruiic groups 
on placement. We rccngn'Vtl similaridca in 
OUT levels oFanxiety and fears oFbring seen 
as dncomprtent: but also noted our abilities 
to rise to the challenge and defy ovtr (swir 
perceptions of ourselvM.
Eahical issues
Honesty and rcllecdon in super,Dion are 
vital in the constant strive to devrlcvp as 
reflective scicndstirracdtioncrs. zks the roles 
oF cknical psychologists develop within a 
shifting KH'' < British Psychological Society, 
2007). a'h.cvtng change within MDTs is a 
challengf to r hkh wc believe clinical psy- 
chologists should rise when necessary.
For example, a derogatory' cotmmens 
%-as made alxrut a client oF one group 
member by another professional within
(Ji'tiKzrf A)rA''\F'%y /bwcm 23d - 2v?I2
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hcr placemen* team. She (eh olïended b}' 
îhfs comment and thoronglily disagreed 
with him. However, she did not want to 
threaten her professional relationships 
and was aware that she was young ind 
ineipencnccd in comparison to the pro­
fessional, so light-heartedly chalhnged 
Itim. As we deivlop in onr professional 
roles, we hope to be able to act in such sit- 
tiations with more confidence and endeav­
our to achieve more enduring changes in 
MDI attitudes. These changes in oitr din- 
leaf practice are grounded in the endeav­
our For change and are vital for our 
professional development.
.As encouraged by our facilitator our 
dkcussions became increasingly client- 
fbcustTd and integrath e over the year, devel- 
oping our confidence in our clinical 
judgement and in critical discussion of 
NEiS services. For example, one group 
member raised a dilemma about wishing to 
honour an Indian Hindu client’s request 
for his wife's presence in therapy sessions, 
which contradicted the one-to-one stan- 
dard practice of the specific Krvice. Having 
the confidence to adopt an integrative 
approach Following the group disatssion 
secured the clienTs engagement with ther­
apy, as it valued his systemic and cultural 
beliefs (Sharma, 2000).
Final remarks
The PEL task gave us experiential learning 
of how multiple perspectives and peer 
support can enhance pcnonal and profes­
sional developmenLThe safe space that we 
created was vital For m  to expresi our 
thoughts and concerns and it alio enabled 
group consultation for mcmbeis scekmg 
assistance. This reflect; :ho importance of 
a safe space within .i therapeutic oontext 
and allowing adequate time to build a 
trusting therapeutic relationship, which Is
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